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THE FAMILY HEALTH CARE MODEL AND PRINCIPLES OF
PREVENTIVE HEALTH CARE

LEARNING OBJECTIVES

e Understand the basic principles of the family health care model

e Apply the family health care mode! to practice in the Health Center
e Understand the basic principles of prevention in health care

TEACHING STRATEGIES

o Use lecture format to present the basic principles noted

¢ Encourage group discussion of the principles

e Use small group discussion to develop strategies in which the family health care
model can be applied to their specific Health Centers

MATERIALS AND EQUIPMENT NEEDED
e Overhead projector and transparencies of didactic matertal
e Flipchan and markers for small group presentations

LEARNING POINTS
» Family health care model is a paradigm, a way of thinking; rather than a collection
of medical or nursing activities
¢ Takes into consideration the needs of the whole person, not just medical issues, in
context of his family and community
* Does not just deal with iliness, but promotes the well-being (health) of each
individual in the family
« Family health care model is not new
= has been practiced around the world for decades
= recognized as ideal method of health care by WHO, and many primary health
care conferences (Almaty - 1978, Health for All 2000)
o Characteristics of the Family Health Care Model
s  Comprehensive
0 Medical attention deals with psychological, social, and spiritual aspects of
the problem, not just medical aspects.
o Exampie—a 5 year old child with pneumonia — means lost sleep for the
mother, added expense for the family, all of which arc added stressors
o Comprehensive care by health care staff would be aware of these
additional issues sround iliness of a family member, and try to work with
these also
s [ntegrated
0 All aspects of health care function in 8 coordinated fashion
o Tesm approach to care of each patient in the Health Center — doctor, murse,
pharmacist, clerk, lab technician all work together as a team
o Referral system is available for managing probiems beyond the scope of
the Health Center, with appropriate feedback from specialist to the Health
Center doctor
= Continuous

Family Health Carc Model and Principles of Preventive Health Care




o Single health care team follows each family through various stages of life.

0 Medical record contains information necessary to give new doctors or
nurses background information

= High Quality

o Confidence of the patient and family is gained through competent
diagnosis and management of problems

¢ Requires an on-going process of continuing education for members of
Health Center staff, to keep up to date

& Preventive Care ,
o Significant focus on prevention of illness and promotion of health and

well-being, not just on treatment of disease
o Done by identification of high risk factors for patients and their family
members, based on family history, past history, age, local epidemiology
o Treated by appropriate screening for disease, and counseling

Preventive Health Care in the Health Center
o Definition of preventive health care - Identification and management in
anticipation of potential health problems, of which the patient may not be aware
e Key Principle - it is always easier to prevent disease, or to treat it in the earliest
stage. than to treat it later
¢ Key element of preventive health care — Screening of individuals with no current
symptoms of iliness
» Principles of screening for health problems:
= Identifies only persons who are at risk for a disease, or who might have an
iliness — not a definitive diagnosis
»  Screening only identifies those who need further investigation and definitive
diagnosis
»  Screening can be primary prevention (preventing onset of disease)
o Example: strict diet and contro! of weight in person with a family history
of diabetes
* Screening can be secondary prevention (treating disease in the earliest stages)
o Example: beginning diet and exercise in patient with mildly elevated
fasting blood sugar
= Screening can be done in several ways:
o History — family history, past medical history
-  Example: strong family history of heart attacks or stroke
- Example: past history of theumatic fever
- Exampie: high fat diet and low level of exercise
- Example: active eczema in a child with a strong family history of
asthma
o Examination
- Example: blood pressure as screening for hypertension
- Example: examination of genitals in male infants as screening for
undescended testicle
o Laboratory examination
- Example: fasting blood sugar as screening for diabetes
- Serum cholesterol as screening for cardiovascular risk factor _
»  Screening always results in false positive and false negative results, as well as
true positives and negatives.
o Those with true disease need to be differentiated from false positives by
further testing and diagnosis.

Family Health Care Model and Principles of Preventive Health Care
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Example of screening for hypertension: 100 people screened for
hypertension by taking one blood pressure reading

| Hypertension | No hypertension |
, High blood pressure - 20 5
: Normal blood pressure 10 65

Note that most people with a single elevated blood pressure reading have
hypertension, and most people with a normal blood pressure reading do
not have hypertension; but there are also false pasitives (5) and false
negatives (10). Further testing would involve at least taking several more
measurements of the blood pressure, on different days.

s Management of problems identified in screening
» Counseling and advice

o

o]

Example: you ask a 25 year old driver if he wears seat belis when in the
car. He says no.

Management: Advise the driver that he is 2 times more likely to survive a
serious accident if he wears seat belts, and encourage him to develop the
habit.

Example: 35 year old patient telis of several family members with
diabetes, and 2 family members who have died of complications of
diabetes

Management: counse] patient to control weight by good diet, to keep BMI
less than 26. Avoid fats and sugars in diet when possible. Monitor fasting
blood sugar at least yearly

Example: Blood pressure of 45 year old secretary is 155/92 on several
occasions

Management: counsel secretary to lose 5 kg, and to walk or exercise 4
times per week for at least 45 minutes each rime. Monitor blood pressure
at least each month

= Further diagnostic studies
o Example: 45 year old male teils of 4 other family members who died of

o]

hesart attacks before age 55. He is worried

Management: test serum cholesterol, (perhaps LDL and HDL if available).
Test fasting blood sugar for possible carly diabetes. Counsel about low fat
diet and regular exercise and to stop smoking

Example: routine post-partum examination of a 40 year old woman shows
a firm lump in one breast

Management: referral to a surgeon for further diagnosis — mammogram
and biopsy of the lump

CASE STUDIES AND GROUP EXERCISE
In small group format, discuss the indicated questions for the following health

probiems

I. Diabetes Mellitus
a. What are the long-term effects of this health problem?
b. How can persons with this problem be identified at the carliest stage (ie.

What screening can be done?)

Family Health Care Model and Principies of Prevertive Health Care



¢. What interventions can be done to decrease the long term effects of this
problem?

2. Hypertension
a. What are the long-term effects of this health problem? _
b. How can persons with this problem be identified at the earliest stage (ie.
What screening can be done?)
¢. What interventions can be done to decrease the long term effects of this
problem?

3. Automobile accidents
a. What are the long-term effects of this health problem?
b. How can persons at risk for this problem be identified at the earliest stage
{ie. What screening can be done?)
¢. What interventions can be done to decrease the long term effects of this
problem?

4. Anemia in women
a. What are the long-term effects of this health problem?
b. How can persons at risk for this problem be identified at the earliest stage
(ie. What screening can be done?)
¢. What interventions can be done to decrease the long term effects of this
problem?

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE
s Describe the basic elements of family health care?
s List the most significant elements of preventive health care?

Family Health Care Mode! and Principles of Preventive Health Care
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HYPERTENSION

LEARNING OBJECTIVES:
Describe the risks of hypertension and the value of blood pressure control
- Diagnose hypertension correctly
- Develop an effective treatment plan for hypertension
- Communicate to the patient and family necessary steps and messages in the
understanding, prevention and control of hypertension

TEACHING STRATEGIES:

- Review technique of measuring blood pressure with practice by trainees on
each ather. Confirm that blood pressure measurement for each trainee is
within 4 mm of trainers measurement

- Use lecture or informal presentation for didactic material, small group
discussion for prevention, counseling, and patient education issues.

- Assign groups of 4-6 trainees to review web-based PowerPoint presentation,
follow with small group discussion of teaching points presented

MATERIALS AND EQUIPMENT NEEDED:
- Biood pressure cuffs, one for every two panticipants — confiwm proper
operation and calibration before use
- Computer for PowerPoint presentation
- White board or flip chart and markers for summarizing major points

LEARNING POINTS:

Siguificance of hypertension in cardiovascular disease
e Effect on stroke

e Effect on coronary artery disease

¢ Effect on heart failure and renal disease

Eflect of hypertension with other cardiovascular risk factors.

The morbidity and mortality of hypertension is significantly worse with the following
risk factors:

Age > 50

Diabetes

Smoking

Hyperlipidemia

Alcohol abuse

Obesity

Adequate treatment of hyperteasion (to wormal level) can siguificantly reduce
risk of artericscierotic disease:

e Strokc reduced by 35 - 40%

e Heart attack reduced by 20 -- 25%

* Congestive heart failure reduced by up to 50%

Correct measuremest of blood pressure

Hypertension ]



e Blood pressure should be measured, with the patient in a sifting position using -
mercury sphygmomanometer. i
» When measuring blood pressure particular care should be taken to:-
o Allow the patient to sit for several minutes in a quiet room before beginning
blood pressure measurement. i
o Use a standard cuff with a bladder that is 12-13 cm x 35 ¢m, with a larger
bladder for fat arms and a smaller bladder for children.
o Use phase 5 KorotkofT sounds (disappearance) to measure the diastolic
pressure _
0 Measure the blood pressure in both arms first visit if there is evidence of
peripheral vascular disease.
o Measure blood pressure in standing position in elderly subjects, diabetic i
patients and in other conditions in which orthostatic hypotension is common.
o Place the sphygmomanometer cuff at heart level, whatever the position of the
patient.

Diagnosis of hypertension
* Adequate diagnosis of hypertension requires 2 or more abnormal blood pressure
readings, taken at different times and preferably different settings.

Table 1.

Definitions and Classification of Blood Pressure Levels

Category Systolic Diastolic i
f
Normal <120 <80 : '
Prehypertension 120-139 80-89 ; |
Stage 1 hypertension 140-159 90-99
Stage 2 hypertension >160 . >100

» Notes on definition of hypertension

o When a patient’s systolic and diastolic blood pressures fall into different
categories, the HIGHER category should apply.

o Prehypertension is a new category, which reflects new data that shows that
those <50 years of age with BP in this category have a 90% risk over their
lifetime of developing Stage 1 or 2 hypertension

.o The category of “Isolated systolic hypertension” has been eliminated. New
studies show that systolic blood pressure >140 has the same risks as Stage 1
hypertension, AT ANY AGE.

Clinical evaluation in initial diagnosis of hypertension
o Three primary objectives in evaluation of those with documented hypertension
1. Assess the patient’s lifestyle, and identify any other cardiovascular risk factors
that may affect the prognosis or guide the management strategy
2. Identify treatable causes of hypertension (secondary hypertension)
3. Assess the presence or absence of target organ damage and cardiovascular
disease

Hypenénsion 2
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Table 2

Risk Factors for Cardiovaséular Diseases

Hypertension

Cigarctie smoking

Qbesity (BMI > 30}

Physica) Inactivity

Hyperlipidemia

Diabetes

Hyperalbuminuria or Creatinine clearance <60 mi/min.
Oflder age (>55 for men, >65 for women)

;

Family history of premature cardiovascular disease (>55 for men, >65 for women) |

H

Table 3

Identifiable Caunses of Hyperteasion

Sleep apnea

Drug or medication related

Chronic kidney disease

Primary hyperaldosteronism (Conn’s syndrome)
Renovascular disease (renal artery stenosis)
Chronic corticosteroid therapy or Cushings disease
Pheochromocytoma

Coarctation of the aora

Thyroid or parathyroid disease

Table 4

Target Organ Damage

" Heart

0 Left ventricular hypertrophy
o Angina or previous myocardial infarction
o Prior coronary bypass or revascularization
o Heart failure
Brain
o Prior stroke or Transient ischemic attack
Chronic kidney disease
Peripheral vascular discase
Hypertensive retinopathy

Hypertension



Initia} Evaluation of Hypertensive Patient
History .
s A comprehensive clinical history is essential and should include:-

0

0

o

Family history of hypertension, diabetes, dystipidaemia, chronic heart disease,
stroke, or renal disease.

Duration and pervious levels of high blood pressure, and results and side
effects of previous antihypertensive therapy.

Past history or current symptoms of chronic heart disease and heart failure,
cerebrovascular disease, peripheral vascular disease, diabetes, gout,
dyslipidaemia, bronchospasm, sexual dysfunction, renal disease, other
significant illnesses, and information on the drugs used to treat those conditions
Symptoms suggestive of secondary causes of hypertension, such as:

= Palpitations, tachycardia

s Persistent snoring and sleep apnea episodes

= Rapid weight change

» History of recurrent kidney stones

Careful assessment of lifestyle and factors including dietary intake of fat,
sodium and alcoho!, amount of smoking and physical activity, and weight gain
since early adult life as a useful index of excess body fat

Detailed enquiry of intake of drugs or substances that can raise blood pressure,
including oral contraceptives, non-steroidal anti-inflammatory drugs, cocaine
and amphetamines, Attention should be paid to the use of erythropoietin,
cyclosporin or steroids for concomitant disorders

Personal, psychological and environmental factors that could influence the
course and cutcome of antihypertensive care including family situation, work
environment and educational background.

Physical examination
s A full physical examination is essential and will include careful measurement of

blood pressure as described below. Other important elements of the physical
examination include:

0 Measurement of height and weight, and calculation of Body Mass Index
(weight of kilograms divided by height in meters, squared)

o Examination of the cardiovascular system particularly for heart size, for
evidence of heart failure, for evidence of arterial disease in the carotid, renal
and peripheral arteries, and for coarcatation of the aorta.

o Examination of the lungs for rales and bronchospasm and of the abdomen for
bruits, enlarged kidneys, and other masses

o Examination of the optic fundi for evidence of cerebrovascular damage.
(Consider referral)

o Evaluation of the thyroid gland and evidence of hyperthyroidism (tremor,
palpitations, tachycardia, etc.)

Laboratory investigations

« The laboratory investigation is directed to identifying the most common treatable
causes of hypertension, and associated risk factors that could influence the
management.

e [t should include at the minimum:

o Urinalysis for blood, protein and glucose and microscopic examination of urine
o Potassium
0 Creatinine

Hypertension 4
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Calcium

Fasting glucose

Lipid profile (total cholesterol, LOL, HDL)

Electrocardiogram

¢ More extensive laboratory tests are generally not needed during the initial
evaluation. but may be done if blood pressure does not respond to initial treatment
plan (ie, thyroid studies, epinephrine and metanepherine levels, etc.)

20 00O

Management Strategy of Hypertension

* Specify goals of therapy
o <140/90 in most people
o <130/80 in patients with renal disease or diabetes
o Must achieve both systolic and diastolic goals

o Promote lifestyle changes in ALL paticnts

Table §
Recommeaded Lifestyle Modifications to Coatrol Hyperteasion
Modification Recommendation Appruz. Systelic BP
reduction with modif,
Stop smoking Completely stop Unknown, but reduction
smoking of many other risks
Weight reduction Reduce BMI to <25 5-20 mm reduction per
10 kg. weight loss
Modify diet Decrease saturated fat | 8-14 mm. reduction
Increase fruit, !
vegetables, non-fat dairy
products
Restrict dictary sodium | Approx. 2.5 gm sodium | 2-8 mm. reduction
(no added salt, low
sodium foods)
Increase physical Regular serobic exercise | 4-9 mm. reduction
activity or activity for 30
minutes/day
iF alcohol taken: Maximum 90 mi. 2-4 mm. reduction
Moderate alcohol whiskey (or equiv.), or
consumption 300 ml. wine/day

« Period of time for trial of lifestyle changes varies with age, associsted conditions,
initial blood pressure, and other risk factors
o Eg, person <50 years of age with BP of 140/94 and no significant risk factors
— may try lifestyle measures for up to one year
o Eg. Person >50 years of age with initial BP of 160/100 and diabetes — begin
drug therapy immediately together with lifestyle measures.

e If lifestyle modifications INEFFECTIVE in reducing blood pressure to goal leved,
begin drug treatment according to protocol. (See Protocol - Figure 1)

Hypertension 5



o Identify possible COMPELLING INDICATIONS to begin anti-hypertensive
therapy, and assist with selection of specific drugs

Table 6

High Risk Compelling Indications for Specific Anﬂhyi)ertensiVe Drugs

Compelling Diuretic | B-Blocker | ACE Angiotensin | Calcium Aldosterone .
Indication {HCTZ) | (atenolol} | Inhibitor Receptor Channel Antagonist
{enalapril} | Biocker Blocker (spirono-
{losartan) (diltiazem) | lactone)
Heart Failure X X X X X
Post Myocardial X X X
Infarction
High Risk for X X X X
Coronary Disease
Diabetes X X X X X
Prevention of X X
Recurrent Stroke
Pregnancy X Avoid Avoid

Principles of Drug Treatment

* In most cases, treatment is begun with hydrochlorthiazide (HCTZ} at a dose of
12.5 - 25 mg/day. This has been shown to be very effective, safe, and
inexpensive,

e HCTZ can be combined with a potassium sparing drug if necessary (ie,
Moduretic), but this should NOT be used in combination with an ACE inhibitor
(ie, enalapril) because of the danger of hyperkalemia. -

¢ Begin with the lowest available dose of the drug, in an effort to reduce adverse

effects. 1f there is a good response to a low dose of a single drug but the pressure

is still not at the GOAL BP, it is reasonable to increase the dose of the same drug,

provided that it has been well tolerated.

e [In Stage ] hypertension, if HCTZ or another single drug is ineffective in achieving

the GOAL BP, add a second drug. It is often preferable to add a small dose of a
second drug rather than increasing the dose of the original drug. This reduces the

- probability of side effects. The use of the fixed low dose combinations that are
increasingly available in Jordan may be advantageous.
» For Stage 2 hypertension, most patients will require at least 2 drugs
simultaneously - generally hydrocholorothiazide plus a second drug. It is

acceptable to begin with HCTZ for a short period of time, and add the second drug

once maximum benefit has been obtained from the HCTZ.

» The use iong-acting drugs providing 24-hour efficacy on a once daily basis. The

advantages of such drugs include improvement in adherence to therapy and
minimization of blood pressure variability. This may provide greater protection
against the risk of major cardiovascular events and the development of target
organ damage.

Hypertension
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¢ The dosage of medications should be slowly increased (in addition to promotion
of lifestyle changes) until the GOAL BP is reached.

Management of special hypertensive populations.

Pregnancy

o Use of methyldopa (Aldomet), B-Blockers, or vasodilators preferred

0 Avoid use of ACE inhibitors or Angiotensive receptor blockers because of risk
of fetal defects

o Monitor patient closely for development of pre-ecclampsia

e Elderly

o Begin treatment with low doses, such as HCTZ 12.5 mg/day

o Increase doses very slowly

o Add second medications according to guidelines for “Compelling
Indications™, since many elderly patients have one or more compelling
indications

o Systolic hypertension (systolic BP >140) with normai diastolic BP (<80) is
common in the elderly, but carries the same risks, and should be treated as
hypertension according to the protocol

o Monitor patient especially for postural hypotension when taking medication —
check BP in both sitting and standing positions

s Women

o Oral contraceptives can increase BP — consider changing method of
contraception if woman on oral contraceptives develops hypertension

0 Generally, estrogen replacement therapy does NOT increase BP, so it can be
continued during anti-hypertensive therapy when indicated

o Use of thiazide diuretics (HCTZ) can reduce the risk of osteoporosis in
women, which is an added benefit after the menopause.

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES
® Screening for hypertension
o Age > 20; st every visit to Health Center
o Positive family bistory
o Presence of other cardiovascular risk factors (high cholesterol, smoking,
inactivity, alcohol abuse)
o African descemt
o Community participation in hypertension screening
s Salt intake if intake excessive
¢ Smoking cessation

Patient or Family Counseling

» Hypertension requires permanent, life-long treatment

e Hypertension is usually asymptomatic; symptoms such as headache arc rare)

s Stress can contribute to hypestension, but is not the most common cause; a genctic
predisposition is the most common factor

s Lifestyle modification to reduce the risk of developing hypertension:

Smoking cessation

Mild salt restriction

Weight loss

Limit alcohol intake

Increase physical activity

00000

Hypertension 7
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CRITICAL ELEMENTS FOR REFERRAL

¢ & & @

months

Severe hypertension (Blood pressure persistently >200/120)

Transient ischemic attack with any degree of hypertension

Mental confusion or disorientation

No response of blood pressure to normal doses of at least 2 medications over 1-2

¢ Pregnancy and hypertension

CASE STUDY

Name of Patient
Sex

Date of Birth
Date of Visit
Vital Signs

Medical History

Physical
Examination

Abdullah

Male

10 October, 1947

4 May, 1999

Pulse: 84

Resp.: 16

Biood Pressure: 160/104
Weight: 82 kg.

Last week the patient lifted a heavy sack which resulted in severe
back pain. It is moderately improved at this visit, but still
somewhat painful to flex forward and sideways. There is no
radiation of the pain into the posterior thigh, no numbness or
weakness in the legs or feet, and no change in the pain with
cough or straining. This same pain has occurred several times in
the past, and usually resolved spontaneously within a few weeks.

Upon questioning, the patient admits being previously told that
he has high blood pressure, and has taken medicine for this for
up to 2 months in the past. When asked why he stopped the
medicine, he said that it was because he felt better. He has not
noticed any chest pain, shortness of breath, swelling of the
ankles, or change in appetite. He does have several brothers who
have been diagnosed as being diabetic.

The patient walks somewhat stiffly. The throat is pink and clear,
the neck shows no adenopathy and carotid pulsations are equal
bilaterally. The chest is ciear to auscultation, and the heart has
no murmers, but the second heart sound is accentuated. There is
no peripheral edema.

Topics of discussion regarding case study:

b b=

Hypertension

What are the major medical problems identified in this patient?

What important additional elements of the history should be asked?
What additional elements of the physical exam should be done?

What is an appropriate plan of management for this patient at this point?
What counseling issues would be most appropriate for this patient?

7




CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE

Correct measurement and recording of bicod pressure (physicians and nurses)

o Proper diagnosis and classification of degree of hypertension (plrysician)

Hypertension

Appropriate non-pharmacologic and pharmacologic management of
hypertension (physician)

Consideration of additive risks in treatment of hypertension (physician)
Appropriate patient education regarding hypertension, management pian, and
life-style modifications (physician and nurse)

Knowledge of need for referral (physician and nurse)

18



Measurement of Blood Pressure

Monitoring Protocol
Name of Trainee Date
Name of Trainer
Did Trainee Correctly
Step Action Perform?
YES ¥ NOV
1 Client sitting and comfortable
Arm resting at level of heart, supported by a table
Sleeve removed completely for blood pressure cuff
2 Position the sphygmomanotneter so thet it can be
easily seen with the mercury leve! at your eye level
3 Place the cuff on the arm at least 2 cm. above the
elbow crease
Cuff bladder should be centered over the brachial
artery
Make sure the cuff is proper size for the arm
4 Be sure that the mercury levej is at 0
5 Stethoscope earpieces should be angled forward in the
ears |
6 F Place the stethoscope diaphragm over the brachial
| artery
7 ‘ Close the valve on the bulb, and rapidly inflate to
| approximately 200, or until radial pulse disappears
i
i
g - Open the valve, et the air slowly escape at .
* approximately 4 mm per heartbeat :
9 ! Note the reading at which the first pulse beat is heard
"10 ' Continue letting the air escape, and note the reading at -
! | which the pulse beat disappears " !
11 i Allow all air to escape, with the mercury returning 10 :
“o" :
|
12 | Remove the blood pressure cuff, and stethoscope. l
i Clean stethascope head
13 Was blood pressure reading within 4 mm. of trainer’s
reading on both systolic and diastolic?
Hypertension

10
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Figure 1. Algorithe for treatment of lypertension
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Name of Patient

Standard/Date

0 Male

M Female

HYPERTENSION

Date of Birth

Dete Diagnosis Hypertension

Blood Pressure
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HEADACHE

LEARNING OBJECTIVES

e Understand the pathophysiology of the most common types of headache

e Accurately diagnose and differentiate between migraine, muscle contraction, and
organic headaches, primarily by the patient history

o Effectively treat chronic headache syndromes with a preventive, long term
perspective

e Recognize the psychosomatic elements of headache and when to refer

¢ Recognize the signs of more serious causes of headache

TEACHING STRATEGIES

* Focus on the diagnosis of headache by the history, rather tham physical exam,
laboratory or X-ray results

e Use the case studies to stimulate discussion of the diagnosis and treatment of different
types of headache

MATERIALS AND EQUIPMENT NEEDED
e Overhead projector, transparencies, flip chats
o Case shudy

LEARNING POINTS
e Migraine headache
Common migraine
Throbbing, unilateral or generalized, moderately severe, present on
awakening, sometimes accompanied by nausea and vomiting, lasts hours
to days
Classic migraine
Throbbing, unilateral, usually preceded by an aura of visual or
neurological signs, lasts few hours, may have specific triggers such as
foods, lights
Cluster headache
Severe, unilateral, frequent repetition during period of time, accompenied
by ptosis of one cye, unilateral nasal discharge, lasts few minutes to 30
minutes

o Pathophysiology of migraine
Thought to be caused by activation of SHT2 (serotonin) receptors in the brain,
with release of inflammatory substances. This inflammation cmises both
vasodilatation of blood vessels and irritation of nerve fibers
Classic migraine aura may be caused by localized, transient vasoconstriction of
cerebral blood vessels

Headache 1



¢ (Common triggers of migraine
Caffeine, stress, hereditary component, drugs (alcohol, vasodilators, nitrates, oral
contraceptives, estrogen, progesterone), depression

» Differential diagnosis (exclude by history and physical exam)
Intracranial (subarachnoid) hemorrhage, intracranial mass or tumor, temporal
arteritis in elderly, severe toxicity (drugs, carbon monoxide, lead poisoning),
meningitis, prior head injury

e Treatment
Acute migraine attack
Pain relief
Analgesics, anti-inflammatory med, narcotic medication
Sumatriptan, orally or subcutaneous
Suppression of nausea and vomiting
Promethazine, Diphenhydramine, metoclopramide
Prevention of overtreatment
Treatment
Muscle relaxation and massage, anti-inflammatory

o Muscle contraction headache

Pathophysiology
Tightness of neck and jaw muscles causes muscle fatigue, compression of
small nerve bundles (such as occipital nerves)

Symptoms of muscle contraction headache
Occipital-frontal, squeezing pain, begins gradually and slow increase,
often “band around head”, accompanied by neck pain and tightness,
occasionally with nausea and vomiting

Differential diagnosis (exclude by history and physical exam)
Sinusitis, intracranial mass or tumor, dental infection or abscess, prior
head trauma, neck strain, occipital neuritis

Psychosomatic elements of muscle contraction headache
Depression, stress and anxiety

Treatment
Muscle relaxation and massage, anti-inflammatories

CLINICAL PROTOCOL
o See attached algorithm

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES

» Headaches can be diagnosed mainly by history and focused physical exam; X-rays,
lab, and CT scans only rarely needed

o Recurring headaches can be controlled and decreased, but usually not eliminated -
patients must modify their expectations

o First preventive strategy is to eliminate caffeine from diet

Headache ' 2
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e Headache log or diary can be helpful mp;momungspeuﬁcmggmorcmsesof
recurring headaches

¢ Suppressive medications for migraine (propranolol, verapamil) must be taken
continuously and daily to be effective; will sometimes diminish but not eliminate
migraine headache.

Paticat or family counseling issues:

s Keep headache log or diary

e Watch for elements of anxiety, anger, depression and recognize their role in recurring
headaches

« Recognize that medication only suppresses headaches, but does not cure them

CRITICAL ELEMENTS FOR REFERRAL (“RED FLAGS")

Swudden onset of the “worst headache of my life”

Presence of fever, neck stiffness, or change in level of consciousness

Headache that awakens patient at night

Severe hypertension (greater than 200/120)

Persistent neurological signs such as local weakness, decreased vision in one eye,
change in speech or personality

CASE STUDIES

First patient — This is a 46 year old woman who is complaining of a severe headache,
which she has had for 4 days. She has had many headaches in the past. often 4 or 5 per
month. They usually begin on awakening in the moming, are described as “pounding™,
are felt throughout the entire head, and she can feel her heartbeat in her head.
Occasionally she will become nauseated, and finds that bright light makes the headache
worse. The headache today is no worse than her previous headaches, but she wants relief
now.

Quesnons
What type of headache is this?
2. What further questions would you ask, and what elements of the physical cxam
should be done?
3. What can you give her to help with the immediate pain?
4. What can you offer her to help with prevention of these headaches?

Second patient — This is a 52 year old man who has not had headaches previously, but is
complaining of a headache most days for the past two weeks. The headache seems to be
worse in the forehead and around the eyes, and is worse when he bends forward. He bas
had a respiratory infection for the past 3 weeks, and has noticed a thick, purulent nasal
discharge for the past week. He has had some fever over the past two weeks.

Questions:
1. What type of headache is this?

Headache 3



2. What further questions would vou ask, and what elements of the phvsical exam
should be done?
3. What can you give him to help with this headache?

Third patient — This is 2 32 vear old woman who has had frequent headaches since she
was an adolescent, often as often as 2 or 3 per week. She is accompanied in the interview
by her mother-in-law, who treats the patient poorly. The headaches are descnibed as
beginning slowly, often in the late morning or afternoon, and as a pressure, squeezing of
her head. She does not become nauseated with these, and they usually are improved by
the next day. She also notices that her neck and shoulders are tight and painful when she
has the headaches.

Questions:
1. What type of headache is this?
2. What further questions would vou ask, and what elements of the physical exam
should be done?
3. What can vou give her to help with the immediate pain?
4. What can you offer her to heip with prevention of these headaches?

CRITICAL POINTS FOR EVALUATION OF COMPETENCE
e Recognition of clinical differences between migraine and muscle contraction
headache

Understanding of treatment protocol and sequence for migraine
Recogrition of danger signs of serious cause of headache
Understanding of psychosomatic elements of headaches

Headache 4
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Differential Diagnosis of Headache

Svmptom ! Migraine i Muscle Contraction
! |
Pain - " Throbbing (pulsing), forehead | Steady. squeezing, “band |
. or part of face. often unilateral. | around head™. entire head or |
“ worse with light * occipital-fromal |
e} . e e e
Onset . Early moming, after certain ~  Later in day. gradual onset
- foods (preserved, cheeses, ’
sausage, wine), may be
" preceded by neurologic aura
* (classic migraine)
Length : Few hours, occasionally last for —Lfga‘ﬁ)?ﬁ;éﬁ' 6f—d;y, often
davs many days !
;Emseaf\i omiting  Frequently " Rarely
Frequency T Often with menstruation. may  Often frequent — several
: . be irregular times per week !
i ' — e e
[ Associations 1 Perfactionism, compulsiveness, ! Stress and anxiety,
‘ | women more frequent, positive  depression, equally among
. family history . men and women, muscle
" tighmess of neck and
| shoulders i
E . e =
' Acute Treatment . Sumatriptan (where available), ~ Analgesics, anti-
' " anti-inflammatery, ergot . inflammatory, neck and
: sublingually at onset of aura shoulder massage, muscle
" {clessic migraine) stretching, relaxation
Promethazire, metoclopramide  exercises
. for nausca/vomiting '
; Occasionally may need
E narcctics
Prevention h ’ Propranolol, verapamil, anti- ;'Muscle relaxation with
depressants (amitriptyline)  stress, muscle stretching,
R (amitriptyline)
Headache 5



Evaluation of Headache

Figure 28.1. mmnmmmm

(from “Essentials of Family Medicine” 3™ Edition, Sloane, Slatt, et al editors, Williams
and Wilkins, 1998)

Headache
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CHEST PAIN

LEARNING OBJECTIVES

»  Describe the most common causes ¢f chest pain, and the characteristics of each

* Develop a systematic approach to the evaluation and emergency management of
chest pain

s Be able to effectively manage and treat the non-life-threatening types of chest pain

TEACHING STRATEGIES

e To diagnose normal ECG and use case studies to stimulate discussion and
thinking about the initial evaluation and management of chest pain

e  Use lecture or informal presentation for didactic material. small group discussion
for prevention, counseling, and patien! education issues.

LEARNING POINTS

Common Causes of Chest Pain:

HemawN

Coronary anery disease (Angina, Acute Myocardial Infarction)
Pulmonary embolism (PE;

Acute Aortic Dissection

Pleuropericarditis

Spontaneous Pneumothorax

Musculo-skeletal

Gastro-intestinal Tract

Psychosomatic Disorders

Clinical Presentation

Chest Pain

Coronary Artery Disease (Angina, Acute Myocardial Infarction)

Angina: Pain with angina pectoris is often retrosternal, radiates to the neck,
jaw, epigastrium, shoulder, or arm

a. aggravated by exertion or stress

b. pain typically lasts less than 10 minutes and is relieved with rest or
with nitro-glvcerine

Myocardial Infarction: Patients with (M1) typically complain of sudden
onset of substernal pain which may radiate

31



a. Associated with dyspnea (shortness of breath), diaphoresis,
nausea, vomiting, and anxiety.

b. Pain is unrelieved by nitro-glycerine and usually lasts 30 minutes
or longer

2. Pulmonary embolism (PE)

Pulmonary embolus is another cofnmon cause of pleuritic pain and
tachypneoa, tachycardia, shortness of breath and possibly hemoptysis

a. Rales and a pleural rub may be present
b. May progress to acute right failure and pulmonary hypertension

¢. Typically associated with risk factors such as immobility and
surgery or labor

3. Acute Aortic dissection

Dissecting Aortic Aneurysm: presents with excruciating, tearing, or
knifelike pain which is sudden and maximally at onset and lasts for hours

a. Usually pain is located in the anterior chest but may be located in
the abdomen and move as the dissection progresses; often radiates
to thoracic area of back and lower limbs

b. Signs may include lowered blood pressure in one armn, absent
pulses and paralyses

4. Pleuropericarditis
»  Stitching or stabbing pain
« Increases wit respiration or movement
May be preceded by history of febrile illness
S. Spontaneous pneumothorax

Spontaneous pneumothorax can cause acute, unilateral, stabbing pain with

dyspnea

a. Typically, there is decreased breath and voice sounds over the
involved lung

b. Incidence is highest in young men or in older patients with chronic
obstructive pulmonary disease

6. Musculo-skeletal

Chest pain due to musculoskeletal factors is variable and may last from
few seconds to several days and may be sharp, dull or aching

« Pain is aggravated by movement and cough; the chest is tender on
palpation -

Chest Pain 2
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7. Gastro-intestinal tract

a. cholecystitis: tender right hypochondria

b. Gastro-esophagesl reflux: relived by antacid

c. mmmmm(Mmmm
8. Psychosomatic disorders

a. Special type of personality

b. Usually very prolonged history

c. Other psychosomatic symptoms

Diagnosis/Evaluation:

History: (Length of history will depend on patient's clinical presentation; rapid

history for any patient with a suspected emergency condition such as Ml or

dissecting aortic ancurysm and pulmonary embolism)

s Determine whether onset was sudden or gradual

a Ask patient to describe the pain: location, region of radiation (to shouider,
inner arm, forearm, neck, back, lower jaw or epigastrium), and duration:
{Usually minutes, but if more than 15 minutes, assess for MI)

» Inquire about aggravating factors such as exercise, stress, food intake,
movement, coughing, cold weather, smoking.

» Inquire about relieving factors such as use of nitro-glycerine, antacids, intake
of food, rest

s Ask about associated symptoms such as dyspnea (shortness of breath),
wnm,wlammmmw(mu
sweating), syncope, nausea

» Determine whether patient has a coexistent viral iliness or if other members of
the houschold have a viral disease

s Explore stress-related factors in the patient's school, work or home
enviromments

= Ask about risk factors for ischemic heart disease such as smoking,
hyperlipidemis, hypertension, sedentary lifestyle

» Explore past medical history

» Inguire about family history of chest pain and cardiovascular discase

i3



Physical Examination:

Observe general appearance of patient, assessing for level of distress and
anxiety, obesity '

Measure vita! signs. Take blood pressure in both arms (dissecting aortic
aneurysm may present with discrepancy in readings between arms)

Inspect skin for pallor, cyanosis, jaundice, or herpetic rash

Examine eyes for jaundice and arcus senilis (circular cholesteral deposits on
the cornea)

Auscultate carotid pulse
Palpate neck for lymphadenopathy and thyromegaly

Perform a complete examination of the heart, noting extra heart sounds.,
murmaurs, and clicks

Examine chest wall for herpes lesions and signs of trauma
Palpate chest wall noting tendemness and swelling

Auscultate tungs for equal breath sounds, a pleural rub, and crackles and
wheezes

Auscultate abdomen for bowel sounds and bruits

Palpate abdomen for tenderness and masses (particularly in the right upper
quadrant and epigastrium), organomegaly, bounding pulses, and ascites

Palpate for femoral pulses (with absent pulses suspect dissecting abdominal
aneurysm)

Assess lower extremities for diminished pulses, unilateral oedema, and other
signs of phlebitis

Patients who present with pain that changes with movement should have a
musculoskeletal and neurological exam performed, focusing on focal
tenderness, muscular weakness, and motor and sensory deficits

Diagnostic Tests

1T M1 is suspected, refer patient immediately for emergency
care st the hospital. Do not wait to carry out any tests.

Diagnostic tests are based on the information collected in the history and physical
examination; not every patient needs a routine chest x-ray and electrocardiogram
(ECG). If Diagnostic Tests are not available at the facility refer patient for further
investigation.

Consider ordering an ECG in patients with suspected M1, angina pectoris,
pericarditis (ECG may be completely normal in ischaemic cardiac conditions).

Chest Pain 4
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s  Consider ordering a chest x-ray in the following cases
8. Suspected chest trauma such as rib fractures

b. Suspected pulmonary diseases such as ppeumonia
c. Suspected pneumothorax or pulmonary embolus

Plan/Management
1. If considering ischemic chest pain give:
» NTG and oxygen, if not responding:
« Narcotic (Morphine 10mg.) and transfer 1o hospital

"2. I suspecting sortic dissection:
« Ifblood pressure is clevated, reduce immediately
« Narcotic for pain
« Transfer to hospital
3. If suspecting pulmonary embolism:
s oOXygen
« relief of pain ( Not narcotic)
4, If pain is relieved by NTG iablets, advice the patient to go to a specialist
5. Other cause of chest pain will be treated accordingly

PREVENTION ISSUES AND PATIENT EDUCATION
» To avoid cardiac neurosis when no organic causes can be found for the pain,
carefully expiain to the patient or parents that a through history and physical
exam revealed no abnonmality
a  Allow time for the patient to express concems and questions
. ForAngina

Educate the patient about the symptoms of angina and when to recognize that
he/she has coronary chest pain.

1. During the attack/pain, patient should stop all activities
2. Administer Nitro-glycerine 0.4 - 0.6 mg. sublingually

»  This should be taken as 5000 as the pain is felt (discomfort). Reliefis
usually within 1-2 minutes. If pain is not relieved, another tablet can be
taken after § minutes up to a maximum of 3 tablet per one attack.

Chest Pain 5



«  The patient can be instructed to take a sublingual tablet before any
effort that is known to cause the chest discomfort, e.g. climbing stairs
meals etc.

» Ifthe pain lasts longer and is not relieved, the patient should be quickly ‘
taken to a hospital for possible unstable angina or acute myocardial
infarction.

CRITICAL ELEMENTS FOR REFERRAL

* Suspected myocardial infarction, pulmonary embotism, aortic dissection,
pneumothorax, or pericarditis. '

e Persistent chest pain that does not respond to usual treatment measures

¢  Chest pain of any type with severe hypertension or decreased blood pressure,
persistent tachycardia, increased respirations or shortness of breath

CASE STUDIES

1. You are seeing an anxious 30 year old woman in your health center. She
presents with a complaint of chest pain for a week. She describes the pain as a
dull ache in her left chest without shortness of breath, diaphoresis or arm or
Jjaw pain. It occurs at rest and is not worse with exercise. On physical exam,
she is afebrile with a BP of 110/70. In general, she is thin and in no apparent
distress. Her heart sounds are normal and her lungs on clear. On palpation, she
does have some mild pain in at her sternoclavicular joint of her left chest.

a. What is your differential diagnosis?
b. Do you need to order an EKG?
¢. What treatment will you initiate for this patient?

2. A 50 year old woman presents with complaint of chest pain for several days.
She describes it as a dull ache in her substernal area that comes and goes,
sometimes causing diaphoresis and occassionally left arm pain. It is not worse
with exertion. Her cardiac risk factors include hypertension, smoking and
hyperlipidemia. On one occassion, her pain was so severe that she took her
husband’s sublingual nitroglycerin and felt better a few minutes later. She is
convinced that she is having a heart attack, although she is without pain today.
Her physical exam shows a mildly obese woman, with HR 87, BP 132/87,
afebrile. Her cardiac exam is normal and her lungs are clear. You order an
EKG which is unremarkable,

a. Besides a cardiac eticlogy, what could be causing her symptoms?

b. Do you need to do further testing to evaluate her chest pain?

Chest Pain 6
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A 30 year oid woman presents to the health center for chest pain that started
carlicr todsy. She describes the pain as sharp and on her right side, worse with
coughing or taking a decp breath. The pain started suddenly. She feels slightly
short of breath. Upon asking further questions, she denies any previous
medical problems, only takes OCPs and smokes a pack of cigarettes a day. She
mﬂymmdﬁunahnsmmptoﬂwUnmdSmOnphymﬂm

her temperature is 38.5 celsius, pulse is 110, respirstions are 16 and BP is
150/100. You listen carefully to her lungs which have trace rales st the bases,

however she is unable to take a deep breath secondary to the pain. Her heart
sounds are normal except for tachycardia and she has no chest wall pain. You
order an EKG and a chest X-Ray.

a.What do you think is the cause of her pain?
b.What other tests would you like to order?
c. What is your next step in managing this patient?

You are at the end of a busy day in your health center. The father of one of
your patients is sitting quictly in the waiting room, when bhe suddenly clutches
his chest and slumps over. You rush to assess him and find him to be clammy
and breathing slow shallow breaths.

a. What should be the first step in managing this patient?

b. What other steps should you take at the health center?

c. What is your differential diagnosis?
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CEREBROVASCULAR DISEASE AND STROKE

LEARNING OBJECTIVES

Descxibe the risk factors snd prevention of cercbwovascular discases
Evaluation of ceretwovascular diseases

Understand the initial management of suspected T1A or stroke
Review the rebabilitation

TEACHING STRATEGIES
o Use interactive lecure
« Small group discussion for prevention and coumseling

MATERIALS AND EQUIPMENT NEEDED
»  White board , markers for summarizing major points
e  Overhead projector

LEARNING POINTS
» Epidemiology
= 700,000 new strokes cach year (out of adult population over 40 years of
110,200,000) (annual incidence of 0.6%) in US.
* 3 million stroke survivors in U.S. (3% of adult populstion over 40)
» Pathophysiology of stroke
= 70 - 80% are ischemic (decreased cerebral blood flow) — 20% are
hemmorhagic (bieeding into the brain from ruptured vessel)
*  65% of ischemic strokes are thrombotic (clot forms in piace) and 35% embolic

(clot from another part of circulation)

» Common pathophysiology is lack of oxygen to nerve cells and desth of perve
cells within minutes
. Tnnsnemlschuchmck('l'IA)

* Temporary decrease in blood flow and oxygen te brain — reversible symptoms
=  Often associated with small emboli of clot or platelets that rapidly disintegrate
= Common symptoms — partial paralysis, difficulty with spesking or

understanding, confusion or disorientation — ALL SYMPTOMS CLEAR

COMPLETELY WITHIN 24 HOURS

= TIA usually 8 waring sign of future stroke (8% risk of stroke per year)

. R:skfactusfu-cerebm\vmlxdm
Hypertension

TIA

Heart discase, cspecially atrial fibriliation
Disbetes

Polycythemia
Increase in cholesterol
Cigarette smoking

Cercbrovascular Disease and Seroke 1



Cercbrovascular Disease and Stroke

Clinical presentation of TIA or stroke depends on location of decreased blood
flow and size of area affected
Thrombatic stroke
= Formation of obstruction (plaque) in carotid or cerebral arteries
»  Usually occurs in older people with existing atherosclerosis
. = Often intermittent symptoms which worsen over hours to weeks
= Common findings — partial paraiysis, difficulty with speaking or
understanding, confusion and disorientation (same as with TIA, but do not
resolve within 24 hours)
Embolic stroke
» Onset is usually very sudden
s Neurologic symptoms may be mild or severe with sudden hemiparesis
* Symptoms same as thrombotic stroke
Hemmorhagic stroke
= Caused by rupture of artery or vein in brain, sudden onset
= Neurologic symptoms are similar to embolic stroke, however may be
associated with:
- Severe headache
- Sudden unconsciousness
- Nausea and vomiting
Evaluation and Diagnosis
s History
- Onset of symptoms — gradual or sudden
- Associated symptoms (headache, pain, vomiting, change in consciousness,
seizure) '
- History of athersclerotic disease or other risk factors
- Past history of neurologic symptoms
Physical examination
»  Complete neurological and cardiac, and respiratory assessment
s Carotid bruit — presence may be important sign of obstruction, but absence not
significant
Initial Management of suspected TIA or stroke
» Patient with neurologic symptoms suggestive of stroke must be treated as a
stroke, not observed for possible TIA — only time can distinguish between
stroke and TIA
Maintain cardiovascular and respiratory function
Support blood pressure with IV saline if patient is hypotensive-
Reduce blood pressure only if diastolic > 120 or systolic > 220
If patient diabetic, give glucose solution IV to avoid hypoglycemia
Give Paracetamol by mouth or rectum if patient has a fever
Refer as soon as possible to hospital for further evaluation and treatment
If patient with an ischemic {thrombotic or embolic) stroke can be evaluated in
specialty hospital within 3 hours, use of t-PA (Tissue Plasminogen Activator)
can dissolve clot and improve outcome. There is no value to use of t-PA more
than 3 hours after onset of stroke.
Rehabilitation of stroke victim
= Goal - Retumn the patient to as much physical, emotional, psychological
independence as possible
= Anticipate some improvement over 1-2 years - little improvement after that
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* May require evaluation of the home situation (carctaker of patient, steps,
dangers)

*  Amangement for long term rehabilitation — best done in home sesting by
visiting nurse, occupational and physical therapist, etc.

¢ Prevention of Stroke
Treat hypertension aggressively in all people, regardless of age
Control diabetes
Stop smoking
Identify families with high cholesterol. and lower cholesterol with diet and
medication
« ldentify and trest TIA with preventive medicaticns as soon as possible
Identify awial fibrillation and begin anti-coagulation as soon as possible
. Medlcmonsusadfamkemmuou
s Aspirin - 325 mg./day - reduces stroke ir: patients with TIA or risk factors by
25-40%
» Ticlopidine, clopidogrel, dipyramidole — other piatelet inhibitors
- May be marginally more cffective than aspirin, but much more expensive
- Significant rate of potential side effects (leukopeniz with ticlopidine)
= [In patients with persistant atria! fibriilation - anticoagulation with warfarin
- Reduces risk of embolic stroke by 20%
- Must balance increased risk of intracramial bleeding
= Carotid endarterectomy - surgical removal of cholestercl plagues in carotid
arteries
- May be effective in patients with > 70% obstruction and history of TIA
- Significant risk of stroke during surgery, mycardial infarction, etc.

HEALTH EDUCATION MESSAGES
» Stroke can be prevented in many cases with proper attention to:
Control of hypertension and diabetes

Stopping smoking
Control of diet and cholesterol

Regular exercise such as walking 2-3 km. daily
» Teking aspirin 325 mg daily

* Go to the Health Center or Hospital immediately if you notice any of the
following in yourself or a family member:

Sudden wealmess of part of the body

Sudden difficulty speaking or understanding

Confusion or disorientation

Severe headache that you have never had before

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE
Risk factors for cerebrovascular disease

Common symptoms and difference between T1A and stroke
Important elements of history and assessment of suspected stroke
Important clemeats of initial management of suspected stroke
Methods of preventing stroke

Cerebrovascular Disease and Stroke
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BACK PAIN

LEARNING OBJECTIVES

® Describe that the risks factors of developing acute and chronic back pain

¢ Understand the natural history of uncomplicated low back pain

o Develop effective strategy for diagnosis of back pain, diagnose the urgent case, the
serious case, and which need conservative treatment , and when to refer to
physiotherapy

* Reduce unnecessarnily imaging studies .

e Appropriate nonpharmacological & pharmacological management

TEACHING STRATEGIES
¢ Stress that the patient history and physical exam is the most important part of
diagnostic evaluation
e Lecture discussion for the:
a. Common causes of back pain, and
b. How to differentiate between benign and malignant conditions
c. Preventive care of back

MATERIALS AND EQUIPMENT NEEDED

s Anatomical model for the back, with anatomical structures.
s White board and flip chart and markers.

e Overhead projector and transparency

LEARNING POINTS
1. Determine the risk factor for back pain, including:

Medical Envireameptal Family and Individual
Pregnancy Long hours of sitting Depression
Metastatic cancer Poor job satisfaction Alcohol abuse
Lymphoma Transient jobs Obesity
Multiple myeloma Truck/auto driving — long ~ Anxiety

periods

Pelvic disease Improper lifting Poor acrobic condition
Infections (1B, abcess) Poor posture

2. Clinical evaluation of the patient with backache
a. Important elements of the history
¢ Onsct, duration, severity of pain — history of trauma
s Location and radiation of pain
o Apggravating and relieving factors

Back Pain
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Associated symptoms (sensation, sphincter control, weight loss, sleep)
Ability to work

b. Important elements of the physical examination

Gait, posture, flexibility

Palpation for tender points and muscle tone and spasm

Range of movement of joints and spine

Straight leg raising and confirmatory tests

Neurologic exam (nerve root specific strength and sensation, DTR)

¢. NOTE: X-rays of the spine are not necessary as part of initial evaluation when
no neurologic signs are present. May consider referral for X-rays or
computerized tomography when conservative treatment fails to resolve pain,
or if neurologic signs are present.

3. Musculo-skeletal strain
a. Common elements of history and examination

Most common cause of acute back pain ~ 70 — 80% of all cases

Onset may be gradual or acute, often within 24 hours of a known strain
from fall or lifting

Pain is diffuse across the low back, may radiate into hips or buttocks
No numbness, weakness, or change in reflexes of lower extremities

b. Pathophysiology of musculo-skeletal strain

Tearing and injury to paraspinal muscles, ligament attachments over
pelvis, or to ligaments of facet joints of lumbar spine

Reinjury is common, because of insufficient healing before muscles or
ligaments strained again

¢. Natural history of back pain secondary to strain:

90% recover within 6 wks, with or without therapy

75% of acute low back pain return to work within 1 month
2-3% last more than 6 months

1% last more than one year.

4. Lumbar disc disease
a. Common elements of history and examination

Onset often more acute, related to strain or forward flexion

Pain markedly worse with cough or strain

Pain often radiates into posterior thigh of one leg (sciatic radiation), and is
worse with stretching of sciatic nerve (straight leg raising sign)

May be accompanied by numbness, weakness, and loss of reflex of one
leg -

b. Pathophysiology of disc disease

Hemiation of lumbar disc with compression of one or more lumbar nerve
roots
Usually occurs at L4-5 or L5-S1 level

¢. Natural history of disc disease

Back Pain

Most cases of acute disc herniation resolve with time with conservative
treatment
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¢ Only about 10% of all cases fail to resolve, and may require more
aggressive management, such as surgery or corticosteroid injection into
epidural space

5. Psycho-somatic issues in back pain

a.

b.

Risk factors for disability

e Back pain sustained in an accident in which the other person is perceived
to be at fault

e Back pain in which compensation is pending

Role of psychological factors in low back pain

* Chronic anger, fear

e Chronic life stresses

o  Work-related back injury

6. Differeatial diaguosis of back pain

o AN g

Mechanical causes — herniated disc, spondylolysis, spinal stenosis (clderly)
Neoplasm — primary or metastatic cancer, multiple myeloma

Infectious etiology - infection of disc space (especially in children)
Spondylo-arthropathies — ankylosing spondylitis

Metabolic causes - osteoporosis with vertebral fracture

Extrinsic disease - pelvic inflammatory disease, urinary tract infection
Psychological — suppressed anger or resentment

7. Conservative management of low back pain, without significant risk facters

®moQp op

Brief, initial bed rest for 2 -3 days only — anly until acute pain improving
Ice pack initially, followed by local heat and gentle massage

Analgesia, anti-inflammatory medication
Mobilization and stretching exercises

Muscle strengthening of abdomen and back
Appropriate use of corset or external support

Management of associated emotional and psychological factors

PROTOCOL FOR BACK PAIN
Non-urgent — Manage with mal of conservative management:

Mild to moderate pain of recent onset (< 6 weeks, acute)
Improved with lying down, worse in upright position or stooping
Absence of:

a. Bowel of bladder sphincter disorder

b. Fever

¢. Recent weight loss

Note: Initial presentation of low back pain with scistic radiation or mild nerve
oot compression signs can be often treated safely with conservative management
and close follow up for improvement

Urgeat — evaluate within 24 hrs. and consider referral to specialist:

Back Pain

Fever 38°C. or greater



Unrelenting night pain

Pain with significant distal numbness or weakness of the leg(s)
Loss of bowel or bladder control

Progressive leg weakness or loss of sensation

Anxious patients

CASE STUDIES

1.

A 36 year old man noticed immediate pain in the low back on lifting a heavy box out
of a truck 2 days ago. He has significant pain with standing or walking, and the pain
radiates from the back into the right posterior thigh and calf muscle. It is much worse
with coughing or straining. He walks very slowly bent over at the waist. He is
urinating and stooling normally, and he does rot notice leg weakness.

a. What is the most likely cause of this pain?

b. What specific steps in examination can confirm this diagnosis?

c. s this an urgent or non-urgent situation? -

d. What should be your recommendations to this patient?

A 62 year old woman is complaining of pain in the mid back for the past several
weeks. The pain is dull, sometimes worse with long walks, does not radiate to the
legs, and sometimes awakens the patient at night. She is somewhat short of breath,
and has noticed decreased appetite and some fullness of her abdomen.

a. What is the most likely cause of this pain?

b. What specific steps in examination can confirm this diagnosis?

c. Is this an urgent or non-urgent situation?

d. What should be your recommendations to this patient?

A 42 year old man noticed some low back pain on getting out of bed this morning,
and presents to the Health Center asking for a release from work for today and
tomorrow. He was unloading a truck of heavy boxes yesterday; he did not notice any
significant pain while working. Today, the pain is in the middle of the low back,
radiates slightly into both upper legs, and is not worse with a cough. There is no
weakness or numbness noticed in the legs.

What is the most likely cause of this pain?

What specific steps in examination can confirm this diagnosis?

Is this an urgent or non-urgent situation?

What should be your recommendations to this patient?

e o

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES

Concentrate on preventing back trauma and consequent disability

Pt education, pre-employment physical examination

if there is a relation of job related back pain

Measuring strength, and prescribing general fitness exercise job design modification,
cessation of smoking

Correction of obesity

Aerobic fitness

Back Pain 4
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CRITICAL ELEMENTS FOR REFERRAL

Suspicion of malignant or infectious cause

History of significant trauma

Chronic low back pain more than three months duration

Prwenoe of any of the following:
cawda equina syndrome (loss of bowel, bladder sphincter control)
Progressive or significant neuromotor deficit, foot drop or functional muscle
weakness such as hip flexion weakness of quadriceps weakness
Persistent neuromotor deficit more than 4-6 wks of conservative Rx
Presence of bulging disc and severe pain with persistent neurological deficit
Failure of response to conservative management (4-6 wks)

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE

Proper diagnosis and classification of low back pain — urgent and non-urgent case?
Appropriate non-pharmacological management?

Role of medications like NSAID, muscle relaxing?

Appropriate patient education regarding back pain?

Management plan and life style modification.

Back Pain
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DEPRESSION

LEARNING OBJECTIVES

¢ Diagnose depression accurately, especially when presemted ir. a hidden form

e  Treat depression effectively with counseling and medication as needed

o  Understand collaborate treatment of depression between primary care provider team
and psychiatrist

o  Understand predisposing factors of depression

TEACHING STRATEGIES
o Presentation of didactic material, including DSM criteria
= [ecture discussion

MATERIALS AND EQUIPMENT NEEDED
¢  Flip charts, white board markers
»  Overhead projector and transparency

LEARNING POINTS
*  Diagnosis of depression
o DSM criteria
» Loss of interest in life
* Lack of energy
»  Sleep and appetite changes
s Weight changes (increased or decreased)
s Feelings of loss of hope
= Unable to make decisions, even small ones
»  Preoccupation with death and suicide
o Difference between bipolar and unipolar mood disorder
Bipolar — alternating between hyperactivity (mania) and depression
*  Unipolar - persistently depressed
. Tmnngbnpolardlsorderas pure depression may aggravate the manis, and
lead to serious consequences
o Difference between dysthymiz and depression
* Dysthymia - lowgmdcdeprmivemooddmhaspusistedforovu2
years; not very responsive to treatment
* Depression — acute depressive mood for at least 2 weeks; very responsive
to treatment
Implications for management
o Rlsk Factors for depression
Abdominal malignancies
Long term chronic illness
Chronic family or situational stress
Family history of depression



History of childhood sexual abuse
* Alcoholism in patient or a parent
= Significant recent losses of close friends or family, especially in the
elderly
o Screening for suicide or homicide potential
» Suicide several times more likely in depressed patient
= Patient usually gives indications of suicide intent prior to actual suicide
= Discussion of thoughts of suicide will not “give patient the idea” - they
have already thought of it
«  Ask about specifics of suicide intent — method of choice, when, where
o Management of suicide potential
v Refer patient to psychiatrist or mental hospital when possible
* Alert family members to suicide possibility
= Take away possible means of suicide (guns, medications, knife, etc.)

e Management and treatment of depression

o Counseling and cognitive/insight therapy

* clinical psychologist can be of great help

" encourage patient to talk with family members and medical staff
0  Assure and help patient to develop support network among family and friends
0 Medications, including effects, common side effects, contraindications, dosing

strategies
= [mipramine and Amitryptiline
- Common side effects: dry mouth, drowsiness during the day,

constipation, weight gain (usually about 2-3 kg.), postural lightheadedness

(especially in the elderly), blurred vision
- Beneficial effects: very effective in acute depression, must be given for
at least 3-4 weeks to see beneficial effect, patient must be counseled to
continue medication in spite of minor side effects
- Dosage of medication (imipramine or amitryptiline} — begin with low
dose at bedtime (10 mg in elderly, 25 mg. in younger adult), and siowly
increase by 25 mg/day every 4-6 days. Maximum dose — 150 - 175
mg./day

» Fluoxetine, Sertraline and other SSRI - preferred medications when
available
- Common side effects — very few of the side effects of imipramine,
occasional nausea, mild tremor or anxiety

- Beneficial effects: positive effect noticed within 4-6 days, can be slightly

activating, so best to be given in the morning to heip with lethargy

- Dosage of Fluoxetine — begin with 5 — 10 mg every morning, increase as

needed slowly to maximum of 40 mg. per day
o  Avoidance of use of minor tranquilizers (diazepam, etc.)
= These ofien aggravate depression
Caution regarding exclusion of bipolar disorder before initiating therapy
o Use of Electro-Convulsive Therapy (ECP) and indications for referral
=  Used in severe depression in patients who cannot tolerate the medications,
or when medications are not effective ’

[~
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o Combination therapy with mood stabilizers (lithium, valproate, etc.)
*  Used in patients in whom a bipolar phase is suspected
= May increase benefits of anti-depressant
o Follow up of depression
Frequent initial visits
Lxshenempathencallymorethanspak
Explore support network of patient, suggest alternatives when necessary
Advise of long delay in beneficial medication effect
Manage common medication side effects
¢ Dryness of mouth - sucking on lemon peel or drops
* d"mDaJ»'ttmc' drowsiness ~ take medication at bedtime, temporarily lower

¢ Constipation - daily fiber in diet
¢ Slowed thinking — patience; this will improve with time and
improvement of the depression

CASE STUDIES

1.

A 35 year old woman has come every 10 days to the Health Center with a variety of
problems. Most recently she has been complaining of headaches every day,
constipation, mild irregular abdominal pains, and loss of appetite. She also complains
of numbness in all her fingers and toes. She wants sleeping pills becanse she has
been awakening 2 hours before the call to prayer every day. She is always tired and
does not want to do anything around the house. Her sister is helping her to care for
her 5 children.

a. Is this womnan depressed? What signs and sympioms point to or away from a

diagnosis of depression?
b. What can you do to help this woman?

A 42 year old man comes to the Health Center asking for some medicine for his
headaches. They are in his forehead, are squeezing in nature, and improve with
acetarninophen. His mother had been very sick for the past 6 months with breast
cancer, and just died 2 weeks ago. He thinks of her a lot, but is sleeping without
difficulty. His appetite for food and his weight is unchanged. He is still wosking
every day, although he does not enjoy his work.

a. Is this man depressed? What signs and symptoms point to or away from &

diagnosis of depression?
b. What can you do to help this patient?

A 45 year old woman comes 10 the Health Center for a followup appointment of her
depression. She had been examined by you several times in the past month for
frequent crying, loss of appetite, difficulty sleeping, and staying in bed most of the
day for the past month. You had diagnosed depression in her, and had started her on
amitryptiline (Elavil®) 50 mg at bedtime one week ago.

Today, she tells you that she is sleeping better at night, and that she is not crying as
much any more. Because she is slecping better, she is able to get out of bed for at
least 2 -3 hours each day, which is better than a week ago. However, she wants to

Depression 3
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stop the medicine because she has a very dry mouth, and she is sometimes dizzy
when she stands up suddenly.
a. What should you do with the medication? Should the patient stop the

medicine or not?
b. What can you counsel the patient at this time?

PREVENTIVE AND HEALTH EDUCATION MESSAGES

Avoidance or management of chronic stress

Management of chronic family and marriage stresses

Need for empathetic support among family and friends (support network)
Appropriate expectations of anti-depressant therapy and counseling
Depression not a weakness or shame — is a medical illness with emotional
manifestations and multiple causes

CRITICAL POINTS FOR REFERRAL TO SPECIALIST

e When initial diagnosis of depression obscure or in doubt

e Presence of mania or suspicion of bipolar illness

¢  Potential for suicide or homicide, especially in early phase of treatment for severe
depression
Failure to improve after 4-8 weeks of initial anti-depressant therapy
Severe depression with significant withdrawal, refusal to eat, refusal to leave bed,
etc.

Depression
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DIABETES MELLITUS

LEARNING OBJECTIVES

o Describe the pathophysiology and risks of diabetes and the value of blood glucose
control.

* Appropriatc screening and correct diagnosis of disbetes

¢ Develop an effective treatment plan for diabetes

¢ Comnmmicate to the patient and family necessary steps and messages in the
understanding, prevention and control of diabetes

s Preveution and management of complication

* Knowledge of need of referral

TEACHING STRATEGIES:

¢ Use Jecture or mformal presentation for didactic material, small group discussion
for prevention, counseling, and patient education issucs.

* Role play patient education issues

¢ Case study

MATERIALS AND EQUIPMENT NEEDED:

* Overhead projector and transparency
¢ White board or flip chart and markers for summarizing major points

LEARNING POINTS:

Dhgluisoﬂ)hbetu.
* Fasting plasma glacose > 126 mg/dl

e 2 hr. postprandial plasma glucose > 200 mg/dl

* Any random plasma glucose > 200 mg/dl. together with polyuria, polydipsia,
weight loss, visual blurring

s Must confirm diagnosis with two abnormal plasma glucose resalts on scparate
days

Differentiation of Complications
Type 1 DM Type 2 DM

{insulin Deficiency) (insulin Resistance)
Microvascular Macrovasculsr
(Small vessel) (Large vessel)

’ " - C:um-yH-tM

* Retinopathy - Cerstrovescuter Disease

* Neuropathy - Puripheral Arterial Disesse

s Cardiovascular Disease (i.c., macrovascular complications) is the cause of desth
in 75-80% of patients with Type 2 DM

Drsbetes Mellitns 1



Diabetes Control Complications Trial (DCCT) (N Engl J Med 1993)

» Intensive insulin therapy in Type 1 DM resulted in DECREASED
microvascular complications {neuropathy, nephropathy, retinopathy)

United Kingdom Prospective Diabetes Study (UKPDS 38) (Br Med J. 1998)

> Aggressive Glycemic Control in Type 2 DM had NO STATISTICALLY
SIGNIFICANT effect independently on MACROVASCULAR
complications {myocardial infarction, stroke, peripheral vascular disease)

» “Strict Blood Pressure Control” (< 150/90 mmHg) resulted in:

21% { in myocardial infarction (p=0.13)

32% 4 in diabetes-related deaths (p=0.02)

» 44% { in strokes (p=0.01)

¢  37%+ in microvascular end-points (p=0.01)

Climnical evaination of diabetes:
History

Symptoms of diabetes (urination, thirst, weight loss, vision change)

Current medications

Past medicai history

Family history (focus on diabetes, heart and vascular problems, kidney failure) .
Evidence of current diabetic complications (vision loss, edema, vascular problems
in feet, foot ulcers, paresthesias)

Other risk factors (smoking, alcohol abuse, drug abuse, obesity, history of
cholesterol elevation or hypertension, family history of diabetes})

Life style factors (occupation, level of daily exercise, eating pattems, economic
level)

Dietary history

Physical Examination

Height and weight (calculate BMI)

Blood pressure :
Ophthalmoscopic exam (visual acuity, fundoscopic exam — refer to
ophthalmologist for complete exam)

Mouth and dental condition

Thyroid abnormalities

Cardiac exam

Abdomina! exam

Peripheral pulses and distal capillary circulation

Skin condition and edema, especially legs

Neurological exam (especially distal tendon reflexes, foot pin, vibration, position,
temperature sensation)

Condition of feet and toes

Initial Laboratory Evaluation

Fasting plasma glucose

Hemoglobin A1C

Fasting cholesterol, LDL, HDL, Triglycerides
Creatinine

Urine albumin, ketones, and glucose (dipstick)

Diabetes Mellitus
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* Single wine specimen for guantitative albusin — may calculate
Albumin/Crestinine ratio (or 24 by, urine for alburmin snd crestinine clesrance)
¢ BCG in adults

Referral

Consider initial referral to the following if significant disease is found:
e Ophthalmology — if retinal disease is scen or suspected

* Nephrology — if initisl serum creatinine is >1.5

s Neurolgy - if peripheral neuropsthy is noted

o Emergency Dept. - if severe hryperglycemis is noted (>400)

Obesity and age >40 years
Hix of gestational diabetes or delivery of large babies > 4kg

L 4
L J
s Age: Prevalence and risks increases with age
L 2
L ]
¢ Alcoho! or drug abuse

Management of chromic diabetes, Type 1
Review correct measurement of blood glucose:
o Timing of measurement
0 Ideal meanurement — after fasting for 8-10 hours
0 2 - 4 houwrs postprandial may give some information on effectiveacss of
antiglycemic medication
¢ Encourage pstients to consider purchasing their own glncometer and strips for
scH-monitoring. Teach peticnts comrect use of machine and recording of results.
Advantages nclude:
0 Grester awareness of relstionship between activity, exercise, diet, and
ficati
o Greater collaboration in management of disease
o [mproved communication with hesith care providers

Initial management of chronic diabetes Type Il
*  Goals of management
o Maintzin fasting plasma glucose of 90-130 mg/dl.
o Blood pressure < 130/30
o LDL cholesterol < 100 mg/dl.
o Initial trial of diet
o Calorie restricted to 1600 - 1800 calories; 50-60% starchy carbolrydraics, 20%
fats, 20% protein
o Add daily fiber in form of besns, oats or other whole grains, or fiber prodact
such as psyllium seed (Metamucil) - 8-10 gms/day
o Mazin goat of diet is gradual weight loss in obese paticnts 10 incresse insulin
sensitivity and increased fiber to stabilize glucose absorption
o Regulsr exercise program — daily for 30 minutes contisously
s Monitor and treat blood pressure if > 130/80
s Monitor and treat LDL cholesterot if > 100 mg/dl.



¢ Evaluate emotional adjustment to diagnosis and management goals; counsel as
needed

o If diet, exercise, and weight loss does not achieve goal glucose levels with 24
months, begin medication:

=)
o

Step 1: glibenclamide — begin at 2.5 mg/day, increase as needed to 20 mg/day
If no response to above:

Step 2: Add metformin — begin at 500 mg/day, increase as needed to 2500
mg/day in two divided doses

If no response to above;

Step 3: Begin insulin therapy, usually by discontinuing oral medications —
consider referral for initiation of insulin therapy

» [F patient significantly obese (BMi > 30):

O

e}

Step 1: May BEGIN with metformin 500 mg/day, increase as needed to 2500
mg/day in two divided doses

If no reponse to this:

Step 2: Add glibenclamide - begin at 2.5 mg/day, increase as needed to 20
mg/day

Maintenance management of chronic diabetes type Il

» Foliow flow sheet protocol for visits, usually monthly until well stabilized

¢  Goals of diabetes management — NOTE that goals for chronic diabetes may be
somewhat different for good control, not ideal goals which are normal for a non-

diabetic)
Intervention Idesl (normal) | Acceptable
Fasting blood sugar <125 <140
HbAL1C <6 <7
Blood pressure <130/80 <140/90
Serum total cholesterol <200 <240
LDL cholesterol <100 <130
Stop smoking No smoking No smoking |
Decrease weight BMI <25 BMI < 30
Daily Exercise Daily 30-60 min. | Daily 30 min,
e Monthly:

o Blood pressure

o Weight

o Fasting glucose

o Urine albumin

o Foot exam for lacerations, superficial infections, ulcerations, etc.

o Neurologic exam (especially lower extremities - temperature, vibration, or

position sensation, pin prick sensation)

o Medication dose review

o Patient education — may rotate topics discussed

o Monitor for stress, anxiety, and depression

Diabetes Mellitus
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¢ Every 3 months
o Hemoglobin A1C
o Quantitative albumin/crestinine ratio (requst single wrime specimen for
quantitative albumin, and request serums creatinine)

»  Albumin/creatinine ratio calculated by dividing vrine albusin (in mg/l
by serum crestinine (in mg/100 mi.) Regult is an empiric ratio thet
comelates with presence or sbsence of earty nephropathy (aormal <30,
suspected neplropatiry >30)

= Refer to speciatist if Alb/Crest ratio >30 for followep. May cossider
starting daily dose of captopril or enalapril @0 preserve rensl fasction,
even if blood pressure normal or mildly elevated

e Every year (especially after 10 years duration of disbetes or age >40)
o Refer to ophthalmologist for fundoscopic evaluation
o Monitor seram cholesterol, HDL, LDL, Crestinine
o ECG in sduits > 40 years

an_dspuhl diabetic popalstions:

Hypeateasion
0 Control BP with lifestyle changes and medications as nceded
o Goal <130/80 (new gnidelines)
e Elderly
0 Show increased sensitivity to snti-diabetic medication; reduce initial dosage
by 50%
Renal disease
o Follow serum creatinine and Al/Creat ratio regulsrly; consider adding an
ACE inhibitor m consultation with nephrologist
® Pregnancy
o Refer to Ob/Gyn for management during pregnancy
s Coexisting heart or vascular disease
0 Refer to cardiiologist for co-management

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES:
. Scaumgﬁr(hlhdes
o Consider screening all adults over 40 years of age with fastmg blood sugar
every 2-3 years
o Begin screening at easlier age with a positive family history, obesity, or
symptoms of diabetes
0 Involve the community in disbetes awareness and scroating
e Nutrition - Encourage low saturated fat, high fiber diet
e Smoking cessation
¢  Obesity - eacourage weight loss to keep BMI < 30

Paticnt and Family Counseling:

s Permsnent, life-long trestinent

* Cantrol of blood sagar t0 delay appesrance of microvascular complications:
o Kidncy discase and fhilure
o Eye discase and blindness
0 Neurologic discase with impotence, foot aloers, and digestive problems



Control of blood pressure and cholesterol to delsy macrovascular complications:
o Increased atheroscierosis, coronary artery disease and strokes
o Foot ulcers and infection

o Skm changes of the lower extremity

Foot care — See Appendix 1

Management of hypoglycemic attacks

Counseling in family planning if appropriate

Injection techniques (when insulin used) and rotation of sites
Lifestyle modification:

Smoking cessation

Diet control

Weight loss

Physical activity

Social and psychological factors

00 Q QO

CRITICAL ELEMENTS FOR REFERRAL:;

For persistent fasting hyperglycemia

Pregnancy and diabetes (either gestional or pre-existing diabetes)
Diabetic ketoacodosis.

Serious acute illness in addition to diabetes

When switching from oral hypoglycmic to insulin

o Painful neuropathy ,
0 New onset of painful neuropathy

CASE STUDY:

Name of Patient: Ali
Sex: Male
Date of Birth: 20% October 1947
Dete of Visit: 24® May 1999
Vital Signs:  Pulse: 84
Resp.: 16
Blood Pressure: 130/85
Weight: 102 kg.
Blood glucose: 320 mg /d]. (Random)

Medical History:

Last week the patient felt sore throat and feverish. It is moderately improved at
this visit, but still somewhat paintful. This same pain has occurred several
times in the past, and usually resolved spontaneously within a few weeks.

Upon questioning, the patient admits being previously told that he has high
blood sugar, and has taken medicine for this for up to two months in the past.
‘When asked why he stopped the medicine, he said that it was because he felt
better. He has not noticed any chest pain, shortness of breath, frequent
urination, unusual thirst, weight loss, general weakness, swelling of the
ankles, or change in appetite. He does have several brothers who have been
diagnosed as being diabetic.

Diabetes Metlitus
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Physical Examination:

The throst is pink and congested, the neck shows no adeaopethy sad carotid
pulsations are equal bilaterally. The chest is clear 0 suscultation, and the
heart has no murmers.  There is no peripberal edema.

Topics of discamion regarding cuse stndy:

1

.~ What are the major medical problems identified in this patient?

2.- What important additional ciements of the history should be asked?

3.- What additional elements of the physical exam should be done?

4.- What is an appropriate plan of mansgement of this panent at this point?
5.- What counseling issues would be most appropriate for this patient at this

pomt?

CRITICAL ELEMENTS OF COMPETENCE FOR EVALUATION:

Correct measurement and recording of blood glucose

Proper diagnosis and ciassification of type of diabetes

Appropriste non-pharmacoiogic and pharmacologic masgement of disbetes,
diet, phrysical activity

Considerstion of additive risks in treatment of diabetes

Appropriste patient education regarding diabetes management plan, and life-
style modifications

Knowledge of need for referral



APPENDIX 1
Patient Education on Foot Care

- Shoes: Low heeled, made of soft leather, neither tight nor loose, wide toes to
avoid pressure, the arch of shoe filling properly with the arch of the foot. Proper
arch inserts should be used. Advise patient to look carefully to the inside of shoes
before wearing

= New Shoes: Should be neither tight nor loose. Should be worn only for 2 hours
on the first day, then increase daily use by one hour until shoes become
comfortable

- Stockings and socks: Better made of cotton, thick, and warm with loose garters

- Bare foot walking: Absolutely prohibited whether indoor or outdoors

- Mmg@ment of dry skin and cracks:

Dry skin without cracks: Soak feet daily in warm tap water for 10 - 15

minuates, dry gently, and rub with mineral otl or thick moisturizing
cream to keep moisture.

2-  Dry skin with cracks: Rub callus at edges of cracks with file or rough
stone. Then soak feet in mild soap water for 10 — 15 minutes. Cover
cracks with antiseptic such as neomycin ointment — and rub feet with
mineral oil.

- Management of corns and calluses. To remove excess corns or calluses ask
patient to soak feet in warm tap water with mild soap for 10 minutes, then rub
excess tissues by a file. If not effective consult podiatrist

= Nail care:

= Clean around nails with a wood stick. 1f nails are long, file them. Filing should
be straight and not shorter than the underlying soft tissues of the toes.

= Soak brittle nails for 30 minutes each night in wanm tap water

= Care of abrasions and minor trauma and infection

~ Patient should consult his physician, even in case of minor injuries. If a physician
is not easily accessible at all times, patients should consult with a physician in
case of redness, blistering or swelling

= Cover ares with sterile gauze fitted by non adhesive plaster. Advise patient not to
use limb excessively and to elevate foot while sitting.

- Avoid irritant antiseptics
- Treat infections aggressively

Diabetos Mollitus
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BMI Chart
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DYSPEPSIA

LEARNING OBJECTIVES
e To describe the varieties of epigastric distress and its diagnosis
+ To develop a systemic approach to the evaluation and management of
dyspepsia

TEACHING STRATEGIES

» Use case studies or personal experiences to stimulate discussion and thinking
about the initial evaluation and management of sbdominal pain

e Use lecture or informal presentation for didactic material, small group
discussion for prevention, counseling and patient education issues

e Review and demonstrate the comect method of examining the abdomen on a
volunteer (inspection, percussion, gentle palpation of ail four quadrants,
auscultation)

LEARNING POINTS
e Dyspepsia is upper abdominal pain or discomfort that is episodic or persistent
and often associated with belching, bloating, heartburn, nausea or vomiting.
Reported to occur in approximately 25 percent of population during a year
» Most common causes

- Non-ulcer dyspepsia over 50%
- Peptic ulcer disease 15-25%

- Reflux esophagitis 10-15%

- Medication related dyspepsia 15-20%

- Gastric or esophageal cancer <%

-  Parasites, bile duct disease, etc. <%

& Non-ulcer dyspepsia
- Primarily a diagnosis of exclusion of more serious causes
- Often not specifically associated with food
- May be related to motility (peristaltic movement) disorders or increased
sensitivity to gastric activity
- Symptoms often irregular, relieved by antacids or H2 blockers, but
recurrent

Diagaostic approach to dyspepsia

1. Confirm symptoms of dyspepsia
Epignastric pain — buming, bloating
Persistent or periodic
Accompanied by nausea, vomiting
Relieving factors

Aggravating factors

opooe



2. Evaluate for specific common non-ulcer syndromes

Gastroesophageal reflux

- Heartburn - buming in chest region and epigastrium

- Worse when bending over, full stomach

Acid reflux into throat when supine

- May be associated with sharp, spasm pains in chest

- Often associated with obesity and fatty foods

{rritable bowel syndrome

- Symptoms very variable, migrate throughout abdomen

- Associated with intermittent diarrhea or loose stools, constipation

- Often significant general abdominal bloating and gas

- Pain is colic like, migrating to various parts of abdomen

Gallbladder pain

- Pain colic like, but locatized in right upper abdomen and epigastrium

- Typically worse after fatty meal

- Improved with fasting or low fat diet

Medication induced pain

- Check for medications that commonly cause epigastric distress

- Most common — NSAID, Aspirin, potassium supplements, metformin,
erythromyein, corticosteroids

- Smoking

- Alcohol use

3. Check for specific risk factors for a serious problem

Age > 50 years

Difficulty swallowing (esophageal stricture or cancer)
Prolonged vomiting (ulcer, gastric obstruction)
Anorexia or weight loss (malignancy)

Melena or anemia (bleeding ulcer or malignancy)
Palpable mass in epigastrium (malignancy)

4. If ANY risk factor present, refer for upper endoscopy as soon as possible

5. Ifno risk factors present, several diagnostic options possible

a. Refer for endoscopy

b. Trial of H2 blocker medication (ranitidine, omeprazole)

c. Test for Helicobacter pylori and give antibiotics if positive
d. Empirically treat for Helicobacter pylori

6. Regardless of which option selected, must continue to follow patient for
response to treatment, and refer for endoscopy if not improving

Peptic Ulcer disease

Dyspepsia

Impossible to distinguish ulcer from non-ulcer dyspepsia by symptoms
alone

Ulcer disease somewhat more related to food intake, but depends on
location of ulcer

Both ulcer and non-ulcer dyspepsia retieved by H2 blocker therapy

7
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* Both may be associated with Helicobacter pyiori, although role of H pylori

somewhat uncertain with non-ulcer disease
s Treatment of peptic ulcer disease:
- H2 blocker treatment (Ranitidme lSOmgbnd.urJOOmghs..

Omeprazole 20 mg qd)
- - Diet not very cffective - avoid foods that increase buming
- STOP SMOKING!"!
- Avoid alcohol
- Treat for Helicobacter pylori if present or ulcers persistent or recurrent

Tmmt for Helicobacter pylori

Multlple treatment options possible ~ all require muitiple antibiotics for
maximum effectiveness
Single antibiotics only promote resistant strains
Some pomblhnes
Omeprazole 20-40 mg qd plus Clarithromycin 500 mg bid

- Bismuth (Pepto-Bismol) 2 tabs qid plus metronidazole 500 mg tid plus

amoxicillin 500 mg tid
- Omeprazole 20-40 mg qd plus metronidazole 500 mg tid plus
amoxicillin 500 mg tid
All H pylori treatments should be continued for a minimum of 10 -14 days

PREVENTION ISSUES AND PATIENT EDUCATION MESSAGES

Dyspepsia is a chronic, recurrent problem
Dyspepsia has multiple causes, but most commonly no definite disease if
found
Life-style changes are the first and most effective first steps in treating and
dmgnosmg dyspepsia
Stop smoking
- Avoid alcohol
- Investigate for relationship to stress
- Avoid fatty foods
- Lose weight
Take medications with food when possible and no contraindication
Endoscopymnybcneededtodmgnosc ulcer disease and search for
Heli ter pylori

CRITICAL ISSUES FOR REFERRAL TO SPECIALIST

Presence of any significant risk factor

- Difficulty swallowing

- Prolonged vomiting

- Anorexia or weight loss

- Melena or anemia

Palpable mass in epigastrium

leure of symptoms to improve with empiric therapy
Progressive worsening of symptoms over time



Management of Dyspepsia
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*--In al} patients, management includes avoidance of ulcerogenic agents, patient reassurance, stress
reduction and smoking cessation.

t--See Table 6 for considerations ir: selecting a strategy for the initial management of dyspepsia.
$—Al empiric drug trials should be stopped after 6 to 8 weeks, and endoscopy should be performed if
symptoms return or continue,’

FIGURE 1.Proposed mode! for the evaluation and management of dyspepsia in the primary
care setting.

Dyspepsia
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HEALTH BEHAVIOR CHANGE

LEARNING OBJECTIVES:

By the end of this session trainees are expected to:

e understand the stages of health behavior chanpe

e understand the factors that influence health behavior change
e enumerate the main approaches to health behavior change.

TEACHING STRATEGIES:
e Lecture.

e Small groups exercise.

s Case discussion.

EQUIPMENT AND MATERIALS NEEDED
+ Flip chart and transparencies

e Overhead projector

e White board and markers

LEARNING POINTS:

e Knowledge and education about behavior related health problem does not necessarily
mean that patient will change their behavior

e Actual change of risk behavior dependant on many factors:

Knowledge and education regarding risk

Family and cultural values

Peer attitudes and pressures

Relationship with and trust of health care providers

Personal self-image

Present versus future perspectives

Readiness 1o accept a change in health-related behavior

e Intervention — health provider can identify and help patient think through their
willingness to change

¢ Once patient willing to accept change (Preparation and Action phase) — health
provider can help patient set up a realistic, achievable program to change behavior

e Stages of behavior change and health provider strategies (see below tables)

Health Behavior Change
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Stages of Health Behavior Change

Stage of Change Patient Characteristies

Precontemplation | The problem exists, but the patient minimizes or denies it

Contemplation The patient is thinking about the problem and the advantages and
disadvantages of continuing with the problem or trv to change it.

Preparation ' The patient commits to a time and plan for resolving the problem.

Action ! The patient makes daily efforts to overcome the problem.

Maintenance The patient has overcome the problem and continues to watch for
recurrence of the problem.

Relapse The patient has gone back to the problem behavior on a regular basis

. after a period of successful resolution.

Stages of Health Behavior Change, and Provider Interventions

Stage of Patient Characteristics
change

Health Provider Strategies

Precontempiation | Denies problem and its importance.
Is reluctant to discuss problem,
Problem is identified by athers.
Shows reluctance when pressured.
High risk of argument.

Ask permission to discuss problem.

Inquire about patient’s thoughts.

Gently point out discrepancies.

Express concern.

Ask patient to think, talk, or read about situation
between visits.

Contemplation Shows openness to talk, read, and think

Elicit patient’s perspective first.

| about problem. " Help identify pros and cons of change.
i Weighs pros and cons. . Ask what would promote commitment.
| Dabbies in action. | Suggest rials,
* Can be obsessive about problem and can '
prolong stage.
Preparation/ . Understands that change is needed. - Summarize patient’s reasons for change.

Determination | Begins to form commitment to specific
i\ goals, methods, timetebles.
! Can picture overcoming obstacles.

" Negotiate start date to begin some or all change
activities.
Encourage to announce publicly.

. May procrastinate about setting start date for ~ Arrange a follow-up contact at or shortly after

change.

start date,

Health Behavior Change
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Stage of Patient Characteristics Health Provider Strategics
change _
Action Follows 3 plan of regular activity to change | Show mterest in specifics of plan.
problem. Discuss difference between slip (a single episode
Can describe plan in detail (unlike dabbling | of faihre) and relapse (repeated cpisodes of
in action of contemplator). failare)
Show commitment in facing obstacles. Help anticipate how 1 handle 2 slip {single
Resists slips. episode of faihwe)
Iy particularly vulnerable to abandoning &mmﬂr&mmd
effort impulsively.
Help to modify actian plan if sspects are not
working well
Anange follow up contact for support.
Maintenance Has accomplished change or improved Show suppont and admiration.
through focused action. inquire about feelings and expectations snd how
Hss varying levels of awareness reganding well they were met.
impartance of lang-tern: vigilance. Ask about slips, any signs of wavering
May already be losing ground through stips comitment.
or wavering commitment. Help create plan for intensifying activity should
Has feelings about how much the change slips ocour.
has actuaily improved life. Support lifestyle and personal redefinicion tha
May be developing lifestyle that precludes reduce risk of relapse.
relapse imto former problem. Reflect on the long term natoye of this stage as
cppmedmdnmemmduegiﬁmd
initial success. :
Relapse ! Consistent retumn to problem behavior after * Discuss relapse a5 a lesming opportusity
' period of resolution. preparation for next action stage.
Begins as slips that are not effectively Ask sbout specifics of change and relapse.
resisted. Remind patient that comenplation work is stil)
May have cycled back to precontemnplation, valid (reasons for changing).
contemnpiation, or determination stages. Use “when,” rather than “if.” in describing next
lmmgumespunmﬂmmsnhyb change athempt.
making grester progress toward fully Normalize relapse as the common experienceon
| integrated, successful, long-term change. the path 20 successfial long-term change. 1
[_ I

1. Group Exercise
You realize that smoking causes a lot of iliness in your community. As a health care

provider you want to try to do something to help people stop smoking. Using the Health
Behavior Change Model, discuss how you would approach this problem on an individual
basis with your patients.

2. Group Exercise
Fatima is a 30 years old mother of 6 children. Her youngest child is a one year old baby girl.
Her neighbor Alia is a 26 years old mother of three children Alia's youngest child is a one
year old baby boy. The two mothers live in a village provided with a primary health care
center. Antenatal, family planning (FP), and well-baby clinic services are provided at the

Heaith Behavior Change



health center in a nearby town. Alia is utilizing the FP services at the town health center
while Fatima is not using these services.

Question: Using the Health Behavior Change Model, what are the possible explanations for
this discrepancy in behaviors of these mothers towards FP?

3. Group Exercise
Using the Health Behavior Change Model, what are the steps to be taken in designing a
"Weight reduction program"?

4. Group Exercise

It seems that our youth are not well educated in the area of reproductive health (RH). As a
health educator, you were consulted in designing a education program in RH addressing the
youth. How do you use the Health Behavior Change Model in designing this program?

CRITICAL ELEMENTS OF EVALUATION FOR COMPETENCE
e Understand the stages of health behavior change

e Able to identify the stages of health behavior change

e Able to provide interventions for health behavior change

Health Behavior Change 4
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POISONING

LEARNING OBJECTIVES
» Distinguish the most common types of poisoning
Know how to properly manage acute poisoning

TEACHING STRATEGIES

» Ask a participant to briefly describe a recent case of poisoning that they treated.
Use this case to illustrate the general approach to management of a poisoning
victim.

» Bring cans or bottles of the most common items responsible for poisoning
episodes for demonstration

« Use lecture/discussion to communicate major points

MATERIALS AND EQUIPMENT NEEDED

« Whitcboard or flipchart and markers

o Overhead projector and previously prepared transparencies

» Cans or bottles of the most common items responsible for poisoning episodes in
your arca

LEARNING POINTS
e Demography of Poisoning
* Children under age 6 arc at least 50% of all poisoning cases in many countrics
Adults who are poisoned by ingestion of material most commonly are suicidal
= Poisoning by inhalation or skin contact most common in agricultural workers,
and occasionally in other manufacturing industries
e Most common poisoning
* Depends on age of patient, availability of poison, social issues
¢ Children — most commonly medications found in home, houschold clesners
and fumniture polishes, items in open containers
»  Adults — pesticides and fungicides in agricultural workers, medications or
other poisons taken as suicide attempt
« Emergency Management of Poisoning
s [Initial assessment and management should be of Airway, Breathing. and
Circulation (A, B, C)
o Be especially alert for respiratory depression in patients with decreased
level of consciousness
o Patients may be vomiting; take care to avoid aspiration of vomit by
placing patient on his side with suction availsble
o Begin IV (Ringers Lactate) and O2 in all patients with anry change in
level of consciousness or potentially serious poisoning
o Consider that other problems may also be present, such as head injury,
stroke (CVA), blood loss
= Assess level of consciousness and responsiveness
o [fnarcotic ingestion suspected, can give naloxone (Narcan) 2 mg. IV
every 2-3 minutes up to 10 mg total (0.1 mg/kg in children)



o

If possible, check blood sugar (Accu-Chek machine) immediately.
Give 25 grams of glucose IV if glucose decreased, or in any patient in
whom immediate blood sugar canzniot be done.

* Take history as detailed as possible — from patient (if responsive), friends,

family

o}
C

o
o

(o]

o]

Who is patient and why might he be poisoned

What could patient have taken or been exposed 1o, how much was
taken

Where did poisoning occur

When did poisoning most likely occur ~ how long ago?

Why might patient be poisoned — intentional (suicide attempt), non-
intentional (accidental exposure)

Other medical problems such as diabetes, liver or kidney disease,
heart disease, depression

» Perform targeted physical exam

O

00000 O0OCO0OO0

Vital signs (blood pressure, respiration, pulse, temperature)
Level of consciousness (responsiveness, hallucinations, speech)
Eyes (pupils dilated or constricted)

Mouth (retained poison, bumns from caustic chemicals, edema)
Lungs (fluid in lungs)

Heart (tachycardia, bradycardia, arrythmias)

Abdomen (tenderness in epigastrium, increased bowel sounds)
Neurological (evidence of CVA, weakness, tremor)

Skin (dry and hot, cold and clammy, sweaty, rash)

s Lab studies (in equipped CHC)

(o]

o

(o]

CBC, liver and kidney function studies, urinalysis
ECG if any arrythmia or hypotension noted
Chest X-ray if vomiting or aspiration suspected or if comatose

=« Decontamination of toxin

Poisoning

(o]

Decision to transfer patient for decontamination (after stabilization of
A, B, C) or to perform decontamination in the PHC or CHC depends
on severity of patient and transfer time. Consider immediate
decontamination if transfer time is greater than 1 hour.
Empty stomach {with administration of ipecac or gastric lavage) only
if:
= Patient has not ingested hydrocarbon sotvents (like gasoline
which can cause severe respiratory distress if aspirated) or
corrosive material (acids or alkalais)
= Ingestion was less than one to two hours previous

Patient is responsive and has adequate gag reflex (able to

protect airway from aspiration)
Syrup of ipecac dosages —~ 10 ml in children 1-10 years, 15 ml in
children 12-16 years, 30 ml in adults. Give with 300 - 600 mi of water
to drink.
Gastric lavage — use largest NG tube gvailable, lavage with 15 ml/kg in
children, 300 ml in adults until lavage fluid clear.
Follow gastric lavage with 1-2 gm/kg activated charcoal in water
through NG tube, or can give to drink if no NG tube used (add fruit
juice, honey, or chocolate powder to improve taste).
Follow charcoal with cathartic (magnesia)



»  Afler initial evalustion and stabilization, transfer all cases of poisoning (except
most mild) to hospital for further evaluation and observation

» Patients with intentional poisoning should have psychistric evalustion as soom
as medically stable, and careful followup

e Hammless Ingestions
® Many common household items are relatively harmless if ingested, and
patients can simply be observed. Be sure that a suicide intent was not preseat,
even if item was relatively non-toxic.

Commonly ingested Nontoxic Substances

Personal cars products  Househoki fems Miscollaneous
Bubble beth Therrmometers (mercury,
Soap ~O0K; plass, potentially Caps for loy pistals
Lipstick —harmiul) rings
Hand lotion Balipoint-pen ink
Suntan jotion Crayons
Chalk
~{low sicohol cordent)  Candies
Eye makeup Pencils/erasers
Toothpaste ink marking pens
Deodorant Laundry detergent
Other cosmetics Fabric sofwnar
Shampoo Household bleach
«{<5 % sodium hypochiorile)
s Specific Antidotes

» Specific antidotes exist to only & few specific intoxications, as seen in the
below table:

Antidotes to Common Toxins

Touin Antidote

Acetaminophen n-Acstyicysisine (Mucomyst, Mucosh-16)
{Paracetamol)

Cyciic antidepressants Bicarbonete

Benzodiarepines Fhusazenil (Romazicon)

Opistes Naloxons (Nercan)

Calclum channel biockers  Calkchom

Bete blockers Giucagon



iron Deferoxamine (Desferal)

Methanoi, ethylene giycol  Ethanol
Cholinesterase inhibiors Atropine

PREVENTIVE ISSUES AND HEALTH EDUCATION MESSAGES

Counsel young parents to be sure that all toxic items are beyond the reach of
young children

Properly label all containers of toxic substances — do not put a poisonous
substance in another container

Use proper protective equipment when using toxic pesticides or herbicides in
agricultural areas

Medications from all members of the family should be beyond the reach of young
children

Don’t be afraid to ask & depressed patient about their thoughts of suicide — refer to
a psychiatrist (or arrange for careful family observation if this is not possible) if
patient has a definite plan

CRITICAL ELEMENTS FOR REFERRAL

Presence of large ingestion, changes in level of consciousness, or other evidence
of potential complications

Suicide intent

Non-availability of necessary decontamination equipment or medications
Poisoning with item with severe toxicity (methanol, sedatives, anti-depressants,
narcotics, pesticides, paracetamol, hydrocarbon solvents, etc.), even if in small
amounts

CRITICAL ELEMENTS FOR EVALUATIN OF COMPETENCE

Recognize signs and symptoms of acute poisoning

Emergency assessment and management of Airway, Breathing, and Circulation
before detailed assessment

Proper history and focused physical exam

Recognition of dangerous and non-dangerous ingestions

Proper referral of poisoned victims

Poisoning . 4
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BITES

LEARNING OBJECTIVES
o Describe the risks and extent of animal bites for individuals and the
community
* Manage animal] bites
e Develop an effective treatment plan for animal bites
» Communicate to the patient and family necessary steps and messages in the
understanding, monitoring, prevention and control of snimal bite injuries

TEACHING STRATEGIES
¢ Review technique and knowiedge of wound care, documentation, and
medication use in animal bite injuries.
e  Use lecture or informal presentation for didactic material, small group
discussion for prevention, counseling, and patient education isswes.

MATERIALS AND EQUIPMENT NEEDED
e  Overhead Projector
e Computer for PowerPoint presentation
® White board or flip chant and markers for summarizing major points

LEARNING POINTS

History

A detailed history should be obtained inchuding the following points:
Type of animal and its status

Time and location of the event

Circumstances surrounding the bite
Whercabouts of the animal, is it observable?

Physical Examination

Points to be considered during the physical examination:

Distal neurovascular status

Tendon or tendon sheath imvolvement

Bone injury, perticularly of the skull in infants and young children
Joint space penctration

Injury to decp organ

Foreign bodies (e.g., teeth) in the wound

Geaeral Emergeacy Care

o Traums evaluation
- ABC of resuscitation (Airway, Breathing, Circulation)
Cleansing and irrigation of the wound
Debridement of necrotic material
X-ray for any suspicion of retained tooth or involvement of bone
Careful inspection of vital structures for associsted injury

Bites
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Suturing

e Suturing can be done for cosmetic or mechanical reasons

¢ Never suture a wound that is already infected or likely to become infected,
such as cat or human bites

¢ Wounds of the hand should generally not be sutured since a closed space
infection of the hand can result in loss of function

Prophylactic Antibiotics
e Dicloxacillin 0.5 g orally four times daily for 3 to 5 days
s Penicillin V 0.5 g orally four times daily for 3 to § days

Antibiotics for secondary infection

s Pasteurella multocida is best treated with penicillin or tetracycline

e Other active agents include second and third generation cephalosporins,
fluoroquinolones, or azithromycin and clarithromycin

Tetanus and Rabies Immunization

» Give tetanus toxoid or dT immunization if more than 5 years since last tetanus
immunizatioa

o Evaluate for need for rabies prophylaxis according to following protocol:

Rabies
Pathophysiology
o Rabies is a viral (rthabdovirus) encephalitis transmitted by infected saliva that
gains entry into the body by animal bites or an open wound.
e Skunks, foxes, bats, and raccoons are widely infected. Dogs and cats are
infected in developing countries. Generally rats or mice are NOT infected
o Incubation period may range from 10 days to many years, but is usually 3 or
more wecks., Rabies is almost uniformly fatal.
e The virus travels in the nerves to the brain, muitiplies there, and then migrates
along the different nerves to salivary glands.
e The further the bite from the brain, generally the longer the incubation period
prior to final encephalitis

Clinical Findings: Symptoms and Signs

Usually a history of animal bites

Pain appears at the site of the bite

Paresthesias at site of bite

The skin is quite sensitive to changes of temperature
Painful laryngeal spasm (Hydrophobia)
Restlessness

Muscle spasms

Extreme excitability and bizarre behavior
Convulsions and paralysis occur

Large amounts of thick tenacious saliva are present

Bites ' 2
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Laboratory Findings
e Sick or dead animals should be examined for rabies, examine the brain for
evidence of rabies virus. Diagnosis made by fluorescent antibody technique.

Prevention of Rabies
¢ Immunization for household dogs and cats
* Active immunizstion of persons with significant animal exposure

Local Treatment of Animal Bites and Scratches — Rabies Suspect
Cleansing
Debridement
R 1 irrigati
Rabies Immune globulin is to be used, around the wound and intramuscularly
Wounds should not be sutured
Post exposure treatment includes both passive antibody (Rabies lmmune
Giobulin) and vaccination
o Rabies Immune Globulin
o Up to 50% of the globulin should be infiltrated around the wound. The
rest is administered intramuscularly. If it is not available, cquine rabics
antiserum, 20 units/kg, can be used afier appropriate test for horse serum
sensitivity.
e Vaccination
o Inactive human diploid cell rabies vaccine (HDCV) is given as five
infections of 1 m! each, intramuscularly {in the deltoid rather than the
gluteal muscle) on days 0, 3, 7, 14, and 28.
o Local reactions (pruritus, erythema, tenderness) occur in about 25% and
mild systemic reactions (headaches, myalgus, nausca) in about 20% of
patients.

Pre-exposure immunization
* 3 injections of diploid cell vaccine are recommended for persons at high risk
of exposure.
e Alemative is 0.1 ml. intradermaily, given at minimum of 10 different sites

Prognosis
Once the symptoms have appeared, death almost incvitably occurs after 7 days.
The cause of death is usually from respivatory failure.

® & @ o 0 »

Suake Bites
Two major forms of snake venom

o Hemotoxic
* Neurotoxic

Bites
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Hemotoxic symptoms Neurotoxic symptoms
(Crotalidae species) {Coral, Cobra, etc.)
Intense pain Minimal pain
Edema Ptosis
Weakness Weakness
Swelling Paresthesia (often numb at bite site)
Numbness or tingling Diplopia
Rapid pulse Dysphagia
Ecchymoses Sweating
Muscle fasciculation Salivation
Paresthesia (oral) Diaphoresis
Unusual metallic taste Hyporeflexia
Vomiting Respiratory depression
-Confusion Paralysis
Bleeding disorders
Emergency Measures for Snake Bite
Stage One
1.  Immobilize the patient. Keep the bitten area in a neutral position.
2.  Avoid manipulation of the bitten area.
3.  Transport to a medical facility for definitive treatinent.
4. Do not apply & tourniquet or ice
5.  Incision and suction is generally INEFFECTIVE, and can cause damage to
underlying structures.
Stage Two

o Observe for signs of envenomation — 25% of all bites are venom free
s  With local symptoms only, give S to 10 vials of polyvalent crotalidae
antivenin by slow IV drip, 250-500 mI saline

s More serious systemic toxicity (hypotension, coagulopathy) may require 10 to

20 vials,

e Monitor vitai signs, renal, hepatic, and blood coagulation factors

Type and cross-match blood.

Serum sickness reactions are common after antivenin administration.

Spider Bites

Black widow spider: causes generalized muscular pain, muscle spasms, and

rigidity
Treatment

¢ Parenteral narcotics or muscle relaxant methocarbamol, 15 mg/kg
e Caicium gluconate 10% 0.1 to 0.2 ml/kg IV may relieve muscle rigidity

s Antivenin is rarely indicated

Brown recluse spider: causes progressive local necrosis and on rare occasions,

hemolytic reactions
Treatrent
» Early excision of the bite site

Bites
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o Oral corticosteroids

Scorpion Stings

Most scorpions cause only local pain
May cause muscle cramps, twitching and jerking and occasionally
hypertension, convulsions, and pulmonary edema

Treatment
There is no specific treatment available. Specific antivenin can be used.

Animal and Human Bite Wounds

*
-

Dog bites occur most commonly in the summer months.

Their victims usually know the biting snimals and most biting incidents are
provaked by the victim

Children while playing or fighting usually inflict haman bites.

n adults, bites are associated with alcohol use and closed-fist injuries that
occur during fights.

Factors for determining infection of bite

The animal inflicting the bite

The location of injury

Type of injury

Cat bites are more likely to become infected than human bites. 30% - 50% of
all cat bites subsequently become infected.

Bites by adults become infected in over 50% of all cases.

Dog bites, become infected only 5% of the time.

Bites on the head, and neck are less tikely to become infected than bites on the
extremities.

Puncture wounds become infected more frequently than lacerations

Early infections (within 24 hours after the bite) frequently following dog asd

cat bites are most frequently caused by Pastewrella madtocida

rapid onset and progression

fever

chills

cellulitis

local adenopathy

Early infection by human bites are usually caused by mixed acrobic and
anacrobic mouth flora and can produce a rapidly progressive necrotizing
infection

Later infection caused mainly by staphylococci, streptococci and anaserobes
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ESSENTIAL INDICATIONS FOR REFERRAL

Crush injury, tissue loss, extensive or deep lacerations
Penetrating injury of head, chest, abdomen
Significant loss of biood

Significant contamination of wound

Old or possibly infected wounds

Human bite wound

Unable to capture or identify biting animal

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE

Bites

Describe the risks of animal bites for individuals and the community
Manage animal bites correctly according to site and type of bite
Communricate to the patient and family necessary steps and messages in the
understanding, monitoring, and prevention of animal bite injuries

33



BURNS, THERMAL

LEARNING OBJECTIVES

Describe the risks and extent of bumns

Manage minor bumns appropriately

Develop an effective treatment plan for severe bums

Communicate to the patient and family necessary steps and messages in
the understanding, monitoring and prevention of bum injuries

TEACHING STRATEGIES
* Review technique and knowledge of bum wound care, documentation,
and medication use in burn injurics.
e Use lecture or informal presentation for didactic material, smail group
discussion for prevention, counseling, and patient education issues.

MATERIAL AND EQUIPMENT NEEDED
e Qverhead projector
s White board or flip chant and markers for summarizing major points

LEARNING POINTS
*  Anatomy:
o The skin is divided into threc layers:
=  Epidermis
*  Demmis
s  Hypodermis
e  Age risks (elderly and children at greatest risk, because of physiology and
thinner skin)

s History:
Mechanism of burm injury
Confinement in fire area
Duration of exposure
Tetanus immunization status
Allergies
Medications (including over the counter)
Past Medical History / Previous lliness
Last meal or beverage consumed
Events preceding injury

s Pediatric Bums:
Abuse as a cause of burns in all children is always suspected
Multiple stories of how injury was sustained
Injury attributed to a sibling or unwitnessed,
Injury that is incompatible with the developmental level of the child.
Pattern burns that suggest contact with an object




Cigarette burns
Stocking glove or circumferential burns
Bums to genitalia or perineum.

Physical Examination
Bums are classified by depth, type and extent of injury.
Burn Depth:
Partial Thickness (First degree)
Deep Partial Thickness (Second degree)
Full Thickness (Third degree)
Burn Type .
Flame Burns — may be severe, associated with inhalation injury
Contact Burns — usually small and circumscribed
Scalds - often partial thickness, but can become full thickness if infected,
or in children
Steam Burns ~ may be partial or full thickness
Electrical Burns — often deeper than initially apparent
Flash Burns — often associated with inhalation injury

Extent of Burns:
Surface area involved in a burn
Only second and third degree bumns are measured in calculating the
burn area.
The Rule of Nines to estimate the extent of burn injury in adults (ie.
9% head, 9% ant. chest, 9% ant. abd., 9% thigh, 9% lower leg, efc.)
Rule of Nines does not apply to children - consult burn table

Complications:

o Scarring with cosmetic deformity
Burn wound sepsis

Respiratory distress

Generalized sepsis

Death

(- I~ I o T o ]

Prognosis:
Varies from excellent to poor, depending on depth of burn, location, and
treatment

Management - Initial and Emergency Care

Bums

Remove from burned area
Evaluate and stabilize Airway, Breathing, Circulation
Evaluate the surface area and depth of the burn injury
Stable IV access should be obtained if burned area > 10%
o Can use Parkland Formula: (4 cc of normal saline) x (% burn) x (body
weight in kg) in the first 24 hours
Evaluate for inhalation injury, especially with burns around the face, or
flash (explosion) burns
Supptemental oxygen if any respiratory distress or tachypnea
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® Cool the bumn area with sterile, cool compresses
¢ Constricting objects (rings, bracelets, etc.) should be removed
s Prevent contamination of burn area

Ambaulatory Management of Minor Burns - .

* CLEAN the bumned area with mild soap and water

e COOL the burn with cool, sterile compresses

s COVER the burn with sterile dressing. Note that topical antibiotic
cream or dressing not needed for intact butlae

s  Special caution and possible referral for bums of face. hands, feet, over flexor
portion of a joint, or circumferential {completelv encircling an entire
exremity)

e Intact blisters should NOT be opened debrided

e Apply antibiotic cream or cintment (neomycin, sulfamylon, silver
sulfadiazine) and fresh dressing daily

e Tetanus status — give tetanus prophylaxis if more than 5 years since last
immunization

= Adequate follow-up in clinic until completely healed

Medication

»  Analgesics (Paracetamol or non-steroidal anti-inflammatories)

e Narcotic analgesics for severe pain, especially first 24-48 hours |
¢ Topical antibiotics

Follow-up

o Transfer 1o Burn Center when appropriaie (see referral criteria)
e Measures to be assured prior to transfer:

Respiratory Support

Circulatory Status

Care of the Bum Wound:

Physician to physician centact be established
Documentation should accompany the patient

[~ 2~ I - I -

CRITICAL ELEMENTS FOR REFERRAL TO A BURN CENTER

¢ Full thickness (3rd Degree)bums over 5% Body Surface Area

o Partial thickness {2nd Degree) bums over 10% Body Surface Arca

+ Any full thickness or partial thickness burn involving critical areas (face,
hands, feet, over flexor arca of a joint)

e Circumferential bums of thorax or extremities.

¢ Significant chemical injury, electrical burns, lightning injury, co-existing
major trauma or preseace of significant pre-existing medical conditions

e Presence or risk of inhalational (smoke) injury with any respiratory distress

ax)




PATIENT EDUCATION:

Prevention of burn injuries in the home, especially with small children
— fires, fireplaces, stoves, flammable liquids, matches

Personal — proper storage and handling of flammable liquids, solvents,
cleaners, gas cylinders

Community — access to Civil Defense

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE:

Understand the risks of burn injury, depending on depth, extent, and
location of burmn

Initial evaiuation of depth and surface area of burn

Initial management and stabilization of burn patient

Correct management of minor burns in the health center

Knowledge of indications for referral to burn specialist

Communicate to the patient and family necessary steps and messages in
the understanding, monitoring and prevention of burn injuries

Burns
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MANAGEMENT OF WOUNDS AND LACERATIONS

LEARNING OBJECTIVES

Understand the basic principles of wound healing

Describe the critical elements of evaluation of a wound

Describe the critical clements of wound management

Develop skill in the most common forms of suture closure of an open wound
Understand which wounds should be referred for specialist management

TEACHING STRATEGIES

Use simple presentation materials for the didactic portions of the discussion
Large group discussion can be used to develop key lecture poims

Use small groups to discuss and present the management of the suggested case
studies

Allow at least 90 minutes for a suture workshop, in which participants can
practice various forms of suture repair

MATERIAL AND EQUIPMENT NEEDED

Overhead projector and transparencies of didactic material

Laceration repair instrurments for workshop (minimum of: needle holder, forceps,
suture scissors, suture material and needles)

Material for practice in suture repair (commercial models, beef or lamb tongue,
chicken breast or similar raw meat)

LEARNING POINTS

Types of Wounds (Note that some complex wounds may show elements of more
than one type of wound, ie, laceration with superficial abrasions)
= Abmasion ‘
- Caused by a scraping or shearing force
- Loss of epithelium and possibly dermis
- Decp abrasions can bleed heavily; superficial abrasions bleed lightly
- Deep abrasions similar to full thickness burns in healing process and
management _
e Contusion
- Caused by a blunt force
~  Injury w0 the dermis and subcutaneous tissues with intact epidermis
- Resalis in collection of blood (hematoma) and edema fluid in
subcutaneous tissues
- May result in injury to important anatomic structures (nerve, ducts, solid
organs, etc.)
* Laceration
- Injury and separstion of epidermis, dermis, and possibly underlying
tissues, depending on depth
- Greatest risk of damage to underlying structures, such as nerve, tendon,
bone, ducts, solid organs

Management of Wounds and Lacerations
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- Requires decision on if and how to close wound

¢ Principles of wound healing
* (-4 hours
- Initial vasoconstriction of blood vessels and clumping of platelets to
control bleeding
- Inflammatory response begins with movement of white blood cells and
macrophages to site of wound, together with development of
vasodilatation and edema
* 4-48 hours .
-  Fibroblasts (collagen producing cells) move into wound area, and begin to
produce collage fibers
- New blood vessels begin to form across the space of the wound
- Epithelial cells from edge of the wound begin to move across the surface
of the wound
» 2-10days
- Collagen continues to be formed, and collagen fibers begin to contract
(shorten)
- Wound edges begin to be pulled together
- Sirength of collagen begins to increase
s 10-30days
~ Formation of strong scar
- Remodeling, shortening, and contraction of fibrous scar tissue

» Essential elements of wound evaluation
1. First priority — Airway, Breathing, Circulation of resuscitation, even though
wounds may be most visible and alarming aspect of presentation
2. Wound should be covered with sterile bandage until full evaluation and
management can be done
3. History of injury, when possible
- Circumstances, mechanism of injury
- Other factors involved (burn, explosion, firearms, medications, alcohol or
drug use, etc.)
- Past medical history, especially previous injuries, current medications,
diabetes, hepatitis, HIV infection, medication allergies, etc.
4. Examination of the entire patient, depending on degree of injury and risk
- First priority — level of consciousness and mental status
- Vital signs — blood pressure (including postural changes), pulse,
respiration, temperature
-  Entire body should be examined for other wounds or injuries
- Focus on functional status — use of arms and legs, walking, numbness or
paresthesias, local tenderness
5. Examination of wound
- Use sterile gloves in examination to protect health care provider, and
minimize further contamination of wound
- Evaluate extent and depth of wound, and degree of tissue missing or
damaged
- Estimate level of bacterial contamination of wound. Bite wounds,
embedded dirt or foreign bodies, large irregular wounds, old wounds all
tend to have greater bacterial contamination

Management of Wounds and Lacerations
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Evaluste possible damage 10 underlying structures — tendon, nerve, bone,
solid organ, duct. Use fimctional tests when possible, ie, check for
movement of involved tendons, distal nerve sensation and motor function
of involved nerves, X-ray of involved bones

Be very cautious with penetrating wounds such as knife, gunshot,
explosion-related wounds. These often result in much grester internal
dzmage and bacterial contamination than is visible on the surface.

6. Decide whether wound can be managed in Health Center, or should be
referled Consider referral of the following

Decreased level of consciousness or change in mental status

Passible heavy bacterial contamination of wound

Other significant injuries associated with the wound (ie, fractures, bums,
smoke inhalation)

Evidence of damage to underlying structures such as nerve, tendon, bone,
muscle, or solid organs

Penctrating injuries such as knife, gunshot, or explosion related
Significant loss of tissue, such as large, deep abrasions or avulsed skin or
muscle

Bite wound of potentially rabid animal

e [Essential Elements of Wound Management
1. Tmmu;mphylax:s

Clean or lightly contaminated wounds - give tetanus toxoid (or dT) 0.5 ml.
IM if more than 10 years since last tetanus immunization

Significant bacterial contamination of wound, or deep, old wounds - give
tetanus toxoid (or dT) 0.5 ml. IM if more than 5 years since last tetanus
shot

If patient has never had any tetanus immunizations previously (should be
rare), begin tetanus toxoid protocol and give tetanus immune globulin at
the same time.
Consnda'refunlfumptophyhnsmﬂlbmsofpomuﬂynbﬂ

2 Plepauuonoftheshn

Clip (do not shave) hair in arcas where hair could interfere with repair or
contamination of the skin, compared with clipping of hair)

Clean wound area and wound edges with antiseptic sohstion such as dilute
1% povidone-iodine

3. Gnhulmmwhmwm

Even cleansing of wound can be painful, and anesthesia makes procechare
more comfortable

Most commeonly inject 1% - 2% lidocaine (with epineplaine unless on
finger or toe or tip of nose) into wound margins. Use smallest gauge
needle possible and sterile technique for injection

Can use iocai nerve block when appropriste (ie, base of finger)

4. Delrldmu!ndlmgmou

Remove obviously dark or dead tissue, snd sny foreign bodies. Use sharp
dissection (scalpel) when possible to minimize tissue trauma

May need to mechanically remove dirt or embedded material with sterile
gauze scrubbing

Manegement of Wounds and Lacerations
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Irrigation under pressure with large volume of saline is the most effective
way to reduce bacterial contamination and remove foreign material. Use
large sterile syringe and 18 — 20 G needle for irrigation. Many studies
show that irrigation is much more effective than cleaning wound with
antiseptic solution for reducing wound infections.

Large or contaminated wounds may need 1 -2 liters of irrigation for
effective cleaning.

5. Close wounds with proper suture and technique, when appropriate

DO NOT CLOSE the following wounds — most animal or human bites,
heavily contaminated wounds, wounds older than 4-6 hours

Wounds with little tension can be closed with tape strips

Significant subcutaneous laceration should be closed with few absorbabie
sutures (chromic, Dexon, Vicryl, etc.) using buried knot technique

Skin should be closed with nylon rather than silk. Many studies and
experience shows fewer stitch infections and better healing with nylon
suture. Use 5 knots in each stitch to prevent loss of sutures

Bring skin edge to edge - Use mattress type suture in areas where skin is
thin or could become inverted.

Skin sutures should only bring skin edges to touch — do not overly tighten
sutures to avoid loss of circulation to skin edge

6. Dressing of the wound should prevent further contamination, and absorb
discharge

-

In areas of edema, mild compression {compressive bandage) may reduce
edema

Dressing should be sterile, and should be changed every 24 — 48 hours in
general,

If there is significant bleeding or oozing of fluid, dressing may need to be |
changed more frequently to prevent infection

Dressing of abrasions requires more frequent attention - sterile Vaseline

on gauze helps prevent sticking of dressing to wound, change dressing

every 12-24 hours. Do not allow thick eschar (crust) to form on abrasion

7. Give patient appropriate wound care instructions.

Should be instructed when to return for a dressing change, or should be

taught how to do it in a correct, sterile manner.
[nstruct in danger signs, such as spreading inflammation or increased pain

of infection, purulence, persistent bieeding
Advise against use of home remedies to prevent scarring or infection.

Answer qucstlons patient may have.

8. Remove sutures in § ~ 10 days

Sutures can be removed early (5 days) in areas of good vascularity such as

the face
Sutures should be left for 7 — 10 days in areas of tension (over joints) or on

lower extremities

9. Promote rehabilitation

Encourage patient to use injured area as normally as possible, with
possibly some protection such as a simple dressing on exposed wounds for
another 1-2 weeks

Warn patient that scar will continue to mature over next 2 years — initially
raised and red, will eventually flatten and become white

Management of Wounds and Lacerations : 4
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- If patient has formed keloid scars (large, fibrotic, hypertrophic scars
extending beyond the woun) in the past, consider referral for prevention
or reduction of keloid. This is more common in those of African origin.

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES

e The best method of treating a wound is to prevent it. Encourage family and
community efforts to clean hazards from the environment. such as broken glass,
nails, construction materials, unused equipment, etc.

e Encourage safe use of work equipment and tols

« Encourage patients 10 come to the Health Center or hospital as soon as possible
for evaluation and management of a wound.

* Discourage use of home remedies to “prevent” scarring of a wound, such as
Viwmin E, creams, ointments, or appiication of other materials. Most of these
only increase the bacterial contamination and infection rate of the wound.

CASE STUDIES
I. A 15 year old boy is thrown off his bike because of a flat tire at a high speed. He
suffers large abrasions of his elbows and forearms, knees, and forchead, bt does not
lose consciousness and is able to walk into the Health Center. There is a large amount
of dirt embedded in the abrasions.

a. How would you further evaluate this patient?

b. How would you manage these wounds?

c. What instructions would you give this patient?

Il. A 31 year old woman cuts her thumb deeply with a sharp knife while preparing
taboule. Tt bleeds heavily for 5 minutes, but the bleeding decreases with firm pressure
of atowel. In the Health Center, examination shows a 2 cm. laceration over the back
of the proximai thumb, and she does not (or cannot) move the thumb.

a. How would you further evaluate this patient?

b. How would you manage this wound?

¢.  What instructions would you give this patient?

IIl. A 45 year old farmer is injured while trying to extinguish a fire in his equipment
shed. While pouring water on the fire, the roof of the shed collapses on him, trapping
him under some large beams of burning wood. He is pulied out by a friend, and
brought to the Health Center. On examination, he smelis of smoke, and is coughing
heavily. BP is 95/60, pulse is 120, respirations are 24 with frequent coughing. He has
several burns on his legs, and the right lower leg is swolien and very painful to move.
He has a 6 cm. deep laceration of the scalp which is still bleeding. a 4 cm laceration of
the forchead, and several abrasions of the right arm. He repeatedly asks where his son
is, and appears somewhat confused.

a. 'What are the primary problems of this patient, and possible injuries?

b. How would you further evaluate this patient?

c. How woukl you manage this patient and his wounds?

Mansgement of Wownds end Lacerstions
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CRITICAL ELEMENTS FOR REFERRAL

Decreased Ievel of consciousness or change in mental status

Possible heavy bacterial contamination of wound

Significant blood loss with evidence of postural changes in blood pressure or rapid
pulse

Other significant injuries associated with the wound (ie, fractures, burns, smoke
inhalation)

Evidence of damage 10 underlying structures such as nerve, tendon, bone, muscle,
or solid organs .

Penctrating injuries such as knife, gunshot, or explosion related

Significant loss of tissue, such as large, deep abrasions or avulsed skin or muscle
Bite wound of potentially rabid animal

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE

®
]
L]

Describe the critical elements in evaluation of a wounded patient

Describe the most important steps in management of an open wound
Demonstrate the most common forms of suture closure of a wound, including
subcutaneous closure with a buried knot, simple interrupted suture, running
continuous suture, vertical mattress suture

List the situations or conditions in which a wounded patient should be referred

Management of Wounds and Lacerations
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MANAGEMENT OF MAJOR TRAUMA

LEARNING OBJECTIVES

L
L

Understand the importance of prompt and effective emergency trestment in major
‘;:'l"bethcA,B,Cs of initial management of a trauma victim
l{nqmmempmentsofmepﬁmarymdmduymeyoﬂmm
;)li:lmfnosemdeﬂ'ecﬁvelymgememostmunon problems seen in trauma
mhowmmbilizeamumapaﬁmlfnrmsfamammma

TEACHING STRATEGIES

L

Use case presentations to stimulate discussion, and to illustrate important points in
the management of rauma

Ask participants to present their own cases of trauma for discussion in small
groups, then present the major points of management for cach case

Use volunteer to help demonstrate important points, such as stabilization of neck
or proper transfer of injured patients

Review essential emergency techniques by demonstration, such as starting an IV
infusion or insertion of Foley catheter or NG tube

MATERIALS AND EQUIPMENT NEEDED

Overhead projector and transparencies

Whiteboard or Flipchart and markers

Demonstration materials for [V infusion, Folev catheterization, and NG insertion
{may construct simple model from plastic bottle)

LEARNING POINTS

-

Introduction

s Accidental injury very common in both developed and developing countries,

- and a major cause of death and disability.

* Head injury was most common reason for ICU admission in some African
countries.

=  For every death from trauma, two people suffer permanent disability

* [n Jordan, motor vehicle accidents are &8 major caarse of desth and disability,

especially smong the young

o Mortality from trauma

s  First peak of death - time of the injury. Usually from imreversible damage to
major organs or vessels

=  Second peak - from the end of this first period to several hours afier the injury.

Desth can be prevented by avoidance of a secondary injury due to hypoxia or

hemorrhage. . X

» Third peak of death - days or weeks after the injury. Often caused by sepsis
and multiple organ failure. Initial management on admission will reduce
morbidity and mortality during this period.

Mansgement of Trmmms
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s Preparation for trauma management

Effective trauma management requires a predetermined plan of action, even in
the smallest health centers
Essential elements of advance preparation include:

o Designated area for necessary supplies, medications, and equipment.
These should be labeled, rotated to ensure freshness, sterility of sterile
items periodically checked, and controlled by a master list of supplies
and equipment

o Necessary supplies should include items such as:

- Ambu-bag and mask

- Endotracheal tubes and laryngoscope if someone avanlable who
is skilled in insertion of ET tubes

- IV fluids, tubing, tape, and needles and catheters of various
sizes

- NG tube for chiid and adult

- Foley catheter of at least two sizes

- Dressings and bandages

- Splint material

- Basins and sterile water for washing

- Strong scissors for removal of clothing

- BP cuff and stethoscope

- Gloves, gowns, and if necessary, face protection
Box of emergency injectable drugs

o Predetermmed plan of action, with a designated team leader and
decision maker, nurse, and someone to assist with supplies and keep

records

¢ Essential elements of trauma management

Primary survey (assessment) and resuscitation

Secondary survey

Definitive treatment

Any life threatening condition identified during assessment must be treated
immediately before proceeding to the next phase.

Primary Survey
e ABCs

Airway contro! with cervical spine protection

Breathing

Circulation and control of hemorrhage

Disorders of the central nervous system

Exposure of the whole body

During the primary survey, any deterioration in the patient's clinical condition
should be managed by reassessing from the start of the protocol, as a
previously undiagnosed injury may become apparent.

e Airway

Ensure that a clear and unobstructed airway is present — lift chin if necessary

Protect the cervical spine if patient has neck pain or is unconscious
If patient can answer questions appropriately - unlikely that there is any
immediate threat to the airway

Management of Trauma
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= Noisy; laboured respiration, or paradoxical respiratory movements (when
movements of the chest and abdomen are out of phase) are evidence of
obstruction

* Any patient with a possible cervical spine injury should have their neck
immobilized in a neutral position to prevent further damage as shown in
Figure 1.

Adhesive tape across
forehead to troliey

e Breathing
* Trachea should be checked for deviation and both sides of the chest for
expension
= Lungs auscultated and respiratory rate noted.
= Observe for possibility of:
o Tension pneumothorax
- suggested by a rapid respiratory rate, mediastinal (and tracheal)
shift awsay from the affected side, and hyper-resonsnce and reduced
breath sounds on the affected side
- should be treated as emergency by needle decompression of the
pleunal cavity at the second intercostal space in the mid clavicular
fine
o Massive haemothorax
- suggested by reduced breath sounds, dullness to percussion and a
shift of the mediastinum away from the affected side often
accompanied by cardiovascular instability
- should be treated with formal pleural drainage
o Flail chest
- part of the chest wall is sble to move independently to the
remainder snd occurs when ribs are fractured in st least two places
- can be recognized when the flail segment falls during inspiration as
the rest of the chest rises

Management of Treuma 3
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- always associated with significant pulmonary contusion resuling
in hypoxia ‘
o Open chest wound
- needs covering and sealing on three sides immediately ( figure 5).
A one way valve is formed by the flapping motion of the free edge
of the dressing and this prevents air being sucked into the pleural
cavity from the outside,

Adhesive tape
‘\\5\"/_— Occlusive
//’,/_' 4 dressing

" covering wound

-\_\

-—

——

e

Circulation and hemorrhage control
= Rapid assessment of the cardiovascular system includes:
o pulse rate
o skin color
o capillary refill (the time taken for color o return to a finger pad after it
has been briefly compressed >2 seconds is abnormai}
o level of consciousness
o blood pressure.
*  Any major hemorrhage should be controlled by direct pressure
* Do not use tourniquets _
» Penetrating implements should be ieft apen for formal surgical exploration
Disorders of the central nervous system
= Central nervous system shouid be quickly assessed by ascertaining:
o level of consciousness — eye opening and motor responses
o spinal cord function — movement of all four extremities
o pupillary response to light.
Exposure
* All multiple injured patients should be completely undressed for examination
» Clothes are cut off if necessary
*  Should not be allowed to become hypothermic - keep covered when possible
During the course of the primary survey, the four most important rules to
remember are:

1. The patient should be repeatedly reassessed, particularly if clinical signs
change.

2. Any immediately life threatening condition diagnosed should be rectified
without delay. .

Management of Trauma
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3. Penctrating wounds and implements must be left for formal surgical
cxploration.
4. Any external bleeding should be stopped by using direct pressure.

e Initial management of trauma

* Regular reassessment of the patient's condition is required and the reatment
should be monitored with an electrocardiograph.

*  One to two large (14 gauge) IV cannulae should be inserted (antecubital fossae
is often the casiest site)

= Begin administration of Ringers Lactate, at ieast 20 mbkg over 30 - 45
minutes.

= Increase IV fluid rate of administration depending of blood pressure response

= Insert NG tube into stomach if significant abdominal distention present. or

ient persistently vomiting

s Consider urethral catheter to monitor urine output if there is a significant delaxy

in transportation

Secondary Sarvey

Performed only afier A,B,Cs evaluated and stabilized
Patient examined from head to foot in a detailed manner
Tetanus immunization and prophylactic antibiotics can be administered if

necessary
Secondary history obtained
o May need to interview accompanying family members
o More detailed history is obtained
Easentinl slements of history

= Allergics

*  Medications and tetanus immunity
*  Previous medical history

« Lastmeal

= Events leading to the injury

Radiographs of the lateral cervical spine, chest and pelvis are taken if immediately
available (in Comprehensive Health Centers)
Keep the patiert covered unless examination or procedure is being carvied out
Risk factors for significant injury
o Road Traffic Accidents:
-  where speeds were in excess of 40 mph
~ where the victim was cjected from the vehicle
- where other victims were killed
- where there was severe distuption of the vehicle passenger
compartment
o A fall of greater than 3 meters
o Gunshot wounds

Secondary Examination

Mamagement of Trauma

105



palpate scalp for fractures, lacerations and other deformities
observe for injuries around eyes

Blood or cerebrospinal fluid coming from the ears or nose also
indicates basal skull fracture.

ead
o record Glasgow Coma Scale (Table 3) score
o)
o
o

o patient should be asked if they have any neck pain
c With an assistant performing in-line immobilisation, examine neck for
lacerations, swellings, tenderness or deformity
o lateral X-ray of the cervical spine must show all the vertebrae
including the body of the 1st thoracic vertebra. Traction downwards on
the arms should help to obtain a good film.
» Thorax
o entire chest must be examined for signs of injury.
o palpate for fractures of the clavicles and ribs and the presence of
subcutaneous emphysema.
= Abdomen
o abdomen must be inspected for signs of injury and the presence of free
intra-peritoneal fluid. _
o urethral catheter should be inserted, and the presence of any obvious or
microscopic haematuria sought.
o rectal examination should be done to check for anal tone (lax anal
sphincter may indicate that spinal cord injury has occurred)
¢ NG tube inserted if significant abdominal distention present
*  Extremities
o Fractures, wounds and discoloration should be noted
o Check pulses in all limbs even if no fracture is suspected.
o Fractures compromising circulation must be reduced to prevent distal
ischemia.
o If possible, sensation in the limbs is assessed.
o Fractures should be splinted to reduce pain and the risk of fat emboli.

o hypotension with bradycardia may suggest spinal cord damage in a
patient with a history suggestive of spinal injury.
o Other indicators of cosd damage are:

- acute yrinary retention
- diaphragmatic respiration
- priapism (persistent abnormal penile erection)
- lax anal sphincter
- flaccid paralysis of the limbs.
¢ The patient must be log rolled {fignre 8) and the entire spine examined
for deformities or injuries.

Management of Trauma : 6
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Figure 8a

Figure 8b IRV 1a

Definitive treatment

o Further trestment of the patient depends on the injuries detected during the
primary and secondary examinations .

e Most critica! element is safe transportation of patieat to appropriate hospital,
once AB.Cs are evaluated, managed, and stable

Mansgement of Trauma
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CASE HISTORY

A 12 year old boy fell 30 feet from a tree onto his head. He was initially confused and
then became quiet as his parents carried him to the Health Center. The doctor there
started his assessment with the airway and immediately noted noisy respirations with
very little airflow. Recognizing that there was a possibility of neck injury he carefully
lay the boy on his back, placed the head in the neutral position and performed a jaw
thrust maneuver whilst holding the head immobilized. The airway obstruction was
immediately relieved and he asked the nurse to place an oxygen mask over the face
and to find a semi rigid collar, This was carefully placed round the boy's neck, after
which tape was applied to ensure inunobilization. Shortly afierwards the patient
recovered consciousness and began 1o breathe well without airway support. Only then
did the doctor let go of the child’s head. He went on to assess the breathing and
circulation. Having excluded other injuries and having stabilized the child’s condition
the doctor accompanied the child to a hospital 60 kilometers away in the back of an
ambulance equipped with resuscitation apparatus. Simple airway maneuvers often
lead to an improvement in the head injured patient. It was found later that this child
did not have a neck injury, but the possibility could not be excluded and the
precautions were essential. The boy had cerebral edema and made a recovery over 10

days. He is now back at school.
Issues for discussion:

1. What are the waming signs of serious head injury in a child?

2. How did the doctor act to minimize the risk of a neck injury?

3. Were there other activities that might have been done to properly manage this
child?

HEALTH EDUCATION ISSUES

¢ Remember that accompanying family members need to be informed during or
immediately after the evaluation and resuscitation process

¢ Discuss the use of seat belts with your patients — they can prevent many serious
injuries in motor vehicle accidents

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE

o Describe the A,B,Cs of emergency trauma management

o Describe the elements of the primary and secondary survey, and the role of each
¢ List the most important elements of the secondary history and physical exam

Management of Trauma
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Table 3: Glasgow Coma Scale

Eyes.open: Swuw Score

Spontaneously 4 Orientated 5

To speech 3 Confused 4

Tepain 2  Ingppropeiatc words 3

Never 1 slgmptdnmble 2
Silent 1

rp— S

Obeys commands 6

Localises piin - 5

Withdraw] from pain =~ 4

Abnormal flexion 3

Extends to pain 2

Na response 1

Glasgow Score — Total of Score of: Eyes + Motor + Verbal
Maximum Score - 15

Management of Trauma 9
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COMMON FRACTURES, STRAINS, AND SPRAINS

LEARNING OBJECTIVES

+ Understand the mechanism of injury of the most common presenting musculo-
skeletal injuries

e To be able to distinguish between injury to tendon, muscle, ligament, and bone; or
combinations of these

¢ Describe the management and treatment of the mosi common musculo-skeletal
injuries

e Understand when to refer an injury 10 a specialist for more definitive diagnosis
and treatment

TEACHING STRATEGIES

« Use didactic, lecture-style teaching for only the basic elements of the topic

s Use case presentations (ideally presentation of personal cases) to highlight
significant learing points

® Emphasize the proper examination technique and evaluation of an injury

e Demonstrate on a participant or willing patient the proper examination of the joim
ot arca involved

LEARNING POINTS
e Definition of sprain and strain
=  Sprain — injury to ligament around a joint
= Strain - injury to muscie, tendon, or muscle-tendon unit (includes tendonitis)
e Overuse injury
*  Generally chronic or subacute
= Caused by repetitive, forceful movements that overstress capacity of muscle,
tendon, and occasionally bone
= Repeated microtears of tendon tissue, with inflammatory attempts o repeir
tears
» Results in chronic inflammation, fibrous tissue, susceptibility to repeated
mnjury
e Principles of Treatment (applicable to most all)
Identify and modify overuse or traumatic movement
RICE (Rest, Ice, Compression, Elevation)
Anti-inflammatory medication (NSAID)
Occasionally physiotherapy
Occasionally local injection of dilute corticosteroid
Suspected fracture should be splinted until seen by specialist or definitive
treatment

Upper extremity
¢ Overuse and degenerative injuries
Elbow - Lateral epicondylitis
- Examination of elbow - demonstration
— Mechanism - repeated extension of elbow and supination of wrist
(tennis players, forcefil use of screwdriver or hammer

Common Fractures and Sprains
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Micro-trauma to extensor carpi radialis brevis at insertion on lateral
epicondyle

Symptoms — most painful in early AM (on extension of arm), with
resisted supination

Painful for months, with remissions — average 7 — 10 months

Recent studies show no single treatment is curative — many treatments
suppress symptoms until natural resolution occurs

Treatment — RICE, anti-inflammatory medication (NSAID), local
steroid injection around insertion

Elbow - Medial epicondylitis

Similar to lateral epicondylitis, but different muscles and mechanism
Overuse of flexors of fingers and wrist, found in forceful gripping
motions (use of hammer or carrying of heavy loads)

Natural history and treatment same as for lateral epicondylitis

Shoulder - Rotator Cuff

Examination of shoulder - Demonstration

Most commaon upper extremity problem of older age

Mechanism - repeated, forceful abduction and rotation of shoutder
May begin with fall, minor trauma, or forceful lifting, but persists with
normal daily activity

Most common tendon injury to supraspinatus, under acromion

Pain with abduction — “catch™ at 45 degrees

Supraspinatus tendon may become calcified, thickened — inflammation
may extend into shoulder bursa (bursitis)

Occasionally inflammation noted also in long head of biceps (bicepital
tendonitis)

Treatment — RICE, anti-inflammatories

Mobilization exercises of shoulder (wall crawling, pendulum) very
important to prevent gradual fibrosis of capsule and “frozen shoulder”

e Upper Extremity Traumatic Injuries
FOOSH (Fall on Outstretched Arm)
Wrist — fracture of carpal navicular (scaphoid)

Examination — demonstrate wrist and snuffbox exam

Most common injury of FOOSH ir young people

Pain in anatomic snuff box is hallmark

Most important — initial X-rays may not show fracture until 10 — 14
days later

Should generally be referred to specialist for followup

Must treat with thumb spica cast until X-ray negative at 10 — 14 days,
or if fracture apparent, until complete healing (minimum of 3 months)
Danger of not immobilizing immediately is non-union of navicular
bone, with secondary severe osteoarthritis of the wrist.

Forearm — fracture of distal radius

Very common fracture in elderly (osteoporosis) and in young boys

Common Fractures and Sprains 2
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~ Ofien requires reduction because of dorsal angulstion of distal radius
— Should be refesred for reduction and casting

Often results in stiff wrist in elderly patients — they do not regain full
wrist flexion

Elbow — disiocation of radial head in young child

Common problem in children less than 4 years of age

Cansed by pull or lifting of child by hand — causes dislocation of radial
head at elbow because of immature development of radius

Child does not use arm, holds it with hand in pronation

Can be easily reduced at PHC, especially within first 1 - 2 days by
forceful supination of wrist with extension of ¢lbow

Demonstrate reduction maneuver

Shoulder — Acromio-clavicular separation

Examination — demonstrate clavicle and acromio-clavicuiar exam
Caused by fall directly onto shoulder with tear of acromio-clavicular
ligament snd coraco-clavicular ligament

Partial tears very common - cause pain but no instability
Even-complete A-C separations may not cause pain uniess patient is
heavy physical iaborer

Can be treated at PHC, unless patient is heavy laborer or athlete
Treat with sling for 4 — 8 weeks

Shoulder — fracture of clavicie

Very common fracture in young chikdren (sometimes seen in difficult
deliveries in neonates)

Tender over fracture site — usually middie or distal part of clavicle
Usually good healing with complete remodeling — will have prominent
lump at fracture site for several months

Can be treated at PHC

Treat with figure-8 bandage for 3 — 4 weeks — parents should be
instructed to watch for numbness of hand, circulation changes

Lower Extremity
e Overuse and degenerative injuries

Foot -

—

Heel pain

Pain in bottom or sides of heel

Worse on first standing in AM, and after long walking during day
Generally caused by inflammation at insestion of plantar fascia on
calcancus (heel) - acutely tender to palpation at this point
Treatment — foam heel pad (to protect), soft-soled shoes (running
shoes), anti-inflammatories (NSAID)

Most important part of treatment - gradual stretching (without fusther
tearing) of plantar fascia

Demonstrate stretching exercise

Ankle — Achilles tendonitis

Common Fractures and Sprains
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~ Pain in posterior calf and ankle

Generally seen in runners or athletes in training, especially jumpers
{basketball)

Tender to palpation at insertion of Achilles tendon on calcaneus
Treatment — RICE, anti-inflammatories (NSAID)

i

Knee — Patello-femoral pain

Pain in knee, often on arising after sitting, or going down stairs or hills
Multiple causes — may be related to micro-strain of pateliar tendon,
inflammation of patellar cartilage, or sometimes old meniscus injury
inside knee

Often related to relative inactivity with bursts of leg activity, and to
tight leg muscles

More common in young women, overweight older women, athieies
who jump a lot

May be tender at patellar tendon insertion, on compression of patella
Knee exam is stable

Treatment — RICE, anti-inflammatories (NSAID), stretching exercises

§

Knee — Osgood-Schlatter syndrome

— Seen most commonly in early adolescence, especially in those who run
or jump a lot
Pain and swelling over ‘nsertion of patellar tendon (anterior tibial
tubercle)
X-rays show a pulling away of bone chip at insertion of patelfar tendon
Important — will heal spontaneously with simpie rest and reduction of
running and jumping activities - no other treatment or referral needed!
Generally resolves when epiphyses fuse, around 14 — 16 vears of age
Only residual may be a slightly prominent anterior tibial tubercle
Most sensitive test of pathology — pain on intemmal rotation

Hip -- pain on walking
-~ Differential diagnosis of limping child by age and associated
condition:
o Fever — septic arthritis (emergency!), transient synovitis
o Night pain — tumor
o Age t -3 years — CDH, septic arthritis
o Age 4 - 10 years — CDH, aseptic necrosis of femoral head
{Legg-Perthes), juvenile rheumatoid arthritis, transient
synovitis
o Age 11— 16 years — Slipped capital femoral epiphysis, overuse
strain of tendons
- Because of multiple causes — most children with persistent limp should
be referred for evaluation by specialist

o Traumatic Injuries to Lower Extremity
Ankle - Ankle sprain
- Examination — demonstrate examination of ankle

Common Fractures and Sprains 4
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Commonly caused by inversion and plantar flexion of ankle
After acute injury, should ask about immediaie swelling and
ambulation
o No immediate swelling and able 10 ambulate initially — Grade |
or mild Grade 1] sprain
o Immediate swelling and unable to ambulate initially — severe
Grade II or Grade 111 sprain or possible fracture
o Always paipate distal fibula — some scvere sprains can be
associated with fracture of fibula (lateral maileolus)
Lateral ligament injury should be graded:
o Grade | sprain — no instability of lateral ligaments
» Minimal edema and bruising
= Minimal pain with ambulation
* Requires only simpie protection (rest) for 5 - 7 days
o Grade Il sprain — moderate latcral ligament injury. but no
instability to ankle
= Moderate bruising and edema
= Often unable to ambulate, especially after 24 hours
«  Tender over lateral and ofien fibular-talar ligament
*  Treated best with temporary immobilization (stiff boot.
crutches, walking cast) for 7 — 14 days, then gradual
mobilization
s May be treated at PHC
o Grade Il sprain ~ complete tear of lateral ankle ligaments
= Severe bruising and edema
s Ankle feels “loose™ and unstable
* Inversion test is positive, often amierior drawer is
positive
= Treated with cast (may be walking cast after first 5— 7
days) for 6 — 8 weeks minimum, then protection in stiff
boot.
* Should generalty be referred for treatment

Knee — Knee sprain

Common Fractures and Sprains

Generally result of twisting injury or blow 1o anterior or lateral knee
When possible, most valuable examination is immediately after injury,
before swelling and inflammation

Ask about “Pop” or “snap"” sound with injury -- highly suggestive of
tomn ligament, especially anterior cruciate

Examine knee for stability of collateral and crucime ligaments -
demonstrate examination

Can be graded L, L1, or I11 as before

Evidence of instability — probable tom ligament (Grade 111 sprain) -
refer for specialist treatment

No apparent instability — probably injured ligament (Grade 1 or II
sprain) - may be treated in PHC

Treatment of Grade | and I} sprains - RICE, immobilization (splint in
extension) for 5 — 14 days.

s



— Follow immobilization with mobilization exercises, work toward full
flexion and extension

— If still painful with activity afier treatment and attempted mobilization,
consider unrecognized torn ligament or damaged meniscus — refer for
specialist evaluation

CRITICAL ELEMENTS FOR REFERRAL

»

Overuse injury that does not respond to simple therapy and time (may be several
months)

Trauma with suspected fracture (other than toe, rib, clavicle)

Grade I sprain of ankle or knee, with suspected or evident instability of
ligaments

Any child with a persistent limp or pain of the hip

Night bone pain

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE

Demonstrate the proper examination of the wrist, efbow, shoulder, ankle, knee and
hip

Describe the mechanism of injury of the most common presenting musculo-
skeletal injuries, both overuse and traumatic

Desceribe the differences between Grade I, 11, and Il sprains

Describe the management and treatment of the most common musculo-skeletal
injuries, both overuse and traumatic

Understand when to refer an injury to a specialist for more definitive diagnosis
and treatment

Common Fractures and Sprains 6
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Shoulder Anatomy
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Ankle Anatomy - Iateral
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Wrist — Scaphoid (Navicular) Injuries

FIGURE 4 Anatomic snuffbox,
borderad medially by the tendon of the
exiensor polhcis longus. and taterally by
ihe tendons of the extensor polkas
vrews and the abductor policis longus

FIGURE 5. Radwograph showng
fracture of the scaphod (amow)
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CARDIOPULMONARY RESUSCITATION

LEARNING OBJECTIVES

Describe the definition and priorities in CPR

Understand the management of airway obstruction

Describe the technique of CPR in both a witnessed and unwitnessed collapse
Be able to correctly interpret candiac fibrillation and apply defibrillation
Understand the modifications 10 CPR necessary in resuscitation of infants and
children

Use property the basic medicines available for CPR

TEACHING STRATEGIES

Combine didactic teaching with demonstration of CPR techniques — try to give
no more than 15 minutes lecture before each demonstration

Break participants into smaller groups to practice CPR techniques on manikins
or each other

MATERIALS AND EQUIPMENT

Overhead projector and transparencies

Chalkboard or Whiteboard

Demonstration manikins for CPR - adult and infant

Alcohol solution or other disinfectant for cleaning manikins after each use

LEARNING POINTS

Causes of anoxia and cardiac arrest

¢ Foreign body, especially while eating, or in small children

¢ Drowning

+ Bronchospasm or laryngospasm, as in severe allegic reaction or severe
asthma

¢ Trauma to chest or neck
¢ Myocardial infarction
+ Pulmonary embolism

Airway management and ventilation

¢ Airway clearing — Heimlich maneuver

¢ Airway positioning — jaw thrust, neck extension (except in head or neck
injury)

¢ Mouth to mouth — adult; mouth to face/nose in children

¢ Bag/mask

Resuscitation Protocol — unwitmessed collapse - 1 and 2 rescuers
¢ Proper techntque ~ 1 rescuer
a. Attempt to arouse patient (shake and shout) — confirm unconsciousness
b. Clear and Open airway (jaw thrust, neck extension)
¢. Confirm absence of breathing — give 2 breaths by mouth-to-mouth or
mask/Ambubag
d. Check carotid pulse, confirm absence — begin chest compressions

Cardiopulmonary Resuscitation
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Position of rescuer’s body

Position of hands on chest

Correct compression (straight down 2-3 cm.) at 60/minute

Ratio chest compression to respiration — 15:2 in adult (1 rescuer)
Check for ventricular fibrillation and defibrillate as soon as possible

+ Resuscitation Protocol — 2 rescuers

a.
b.
c.

d.

c.

Attempt to arouse patient (shake and shout) — confirm unconsciousness
Clear and Open airway (jaw thrust, neck extension)

Confirm absence of breathing — give 2 breaths by mouth-to-mouth or
mask/Ambubag

Check carotid pulse, confirm absence — begin chest compressions
Position of each rescuer’s body (opposite sides of patient, 1 providing
respiration, 1 providing chest compression)

Position of hands on chest

£ .
g. Correct compression (straight down 3-4 cm.) at 60/minute
h.
i.
j

Ratio chest compression to respiration — 5:1 in adult (2 rescuers)
Alternate positions frequently to avoid fatigue
Check for ventricular fibrillation and defibrillate as soon as possible

¢ Resuscitation Protocol — witnessed collapse

Same as Unwitnessed protocol, but add strong blow to chest before
beginning chest compressions

¢ Risks 1o patient of cardiac massage

Fracture of ribs

Pneumothorax

Damage to liver or spleen with hemorrhage
Need for proper technique to minimize risks

& Medications used in CPR in the health center

IV fluid — Ringers Lactate at 200 — 250 ml/min, also used to give
medication

Epinephrine — for improved contractions, fine fibrillation, asystole — 1
mg. IV (10 ml. of a 1:10,000 solution)

Sodium Bicarbonate — only given in resuscitation efforts lasting longer
than 20 minutes - 50 meq. IV

Calcium — asystole or electro-mechanical dissociation (ECG activity
with no pulse) — 5 ml. of a 10% solution IV

Atropine — for bradycardia <40/min. - 1-3 mg. IV

- Lidocaine — for ventricular fibrillation, arrythmia - { mg/kg or 50-100

mg IV for adults

e Defibriliation
4 Recognition of veniricular fibrillation, ventricular tachycardia, asystole,
electromechanical dissociation
¢ Knowledge of defibriilator machine (how to turn on, how to charge
paddles, correct placement of paddies)
¢ Correct dosage of joules — increasing strength and protocol

Begin with 200 joules, then 200 again, then 360

Cardiopulmonary Resuscitation
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I e Pediatric resuscitation
¢ Infants and children most often have only respirstory arrest, may only need
mouth-to-face or mask/Ambubag ventilation for recovery

I ¢ Initial confirmation of collapsc same as for adult:

» Shake and shout to confirm unconsciousness

= Clear and open airway (clear forcign bodies, neck extension and jaw
} thrust) Especially important in drowning, foreige body choking in

children

Confirm absence of spontancous breathing — give 5 breaths
Check carotid pulse, confirm absence — begin chest compressions
Use 2 fingertips (infant) or palm of | hand (child)
Compress chest 1-2 em.(infant) to 2-3 cm. (child)

= Ratio of compressions to breaths — 5:1
| ¢ Airway management — miki neck extension, jaw thrust forward

_ + Foreign body — Back biows alternating with Heimlich maneuver (lower
chest compression)

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES
» Consider holding basic CPR instruction classes for members of the community
s Encourage community vigilance for potential hazards such as unprotected
cisterns or other bodies of water, electrical hazards, etc.
s Use every opportunity to promote reduction of risks for coronary artery
disease, such as avoidance of smoking, low fat diet, regular exercise.

PATIENT OR FAMILY COUNSELING ISSUES
o When possible, inform family members of CPR activities and explain process
¢ Deal sympathetically with emotional responses of family members
o Understand that anger and confusion may be an initial response by some
family members to a CPR situation — counsel staff members 1o not over-react
to this

CRITICAL POINTS FOR REFERRAL
s ALL patients who are successfully resuscitated with CPR should be
transferred to an appropriste hospital as soon as vital functions have been
stabilized

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE

o Correct application of A,B,C of resuscitation

+ Demonstration of correct technique in managing airway obstruction

¢ Demonstration of correct technique of CPR — witnessed and unwitnessed, one
and two rescuer

» Correct identification of ventricular fibrillation, ventricular tachycardia,
asystole, and electro-mechanical dissociation

» Proper application and use of the defibrillator

« Demonstration of correct technique of CPR for infants and children

Cardiopulmonary Resuscitation
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RESUSCITATION PROTOCOL - SUMMARY

Child

Adult - 1 Rescuer
Unwitnessed Collapse

Adult - 2 rescuers
Unwitnessed Coilapse

Confirm unconsciousness (shake and shout)

2 ! Call for help if available
|
3 r Open airway (neck extension, jaw thrust)
4 Confirm lack of breathing (look, listen, feel chest)
5 Check for and clear foreign bodies
6 i Give 5 breaths (mouth- Give 2 breaths (mouth- Give 2 breaths (mouth-
to-mouth or to-mouth or to-mouth or
mask/AmbuBag} mask/AmbuBag) mask/AmbuBag)
L
P7 Confirm continued absence of respirations and absence of pulse - feel carotid
artery
8 | Begin chest Begin chest Begin chest
| compressions { 2-3 cm at | compressions { 3-4 em at | compressions ( 3-4 cm at
{ 100/min.) with one hand. | 60/min.) with two hands. | 60/min.) with two hands
Continue respirations at | Continue respirations at | Continue respirations at
rate of 5 compressions/1 | rate of 15 rate of 5 compressions/|
respiration compressions/2 respiration
| respirations
9 Check for ventricular fibrillation and defibrillate as soon as possible
(200 — 200 — 360 - 360 joules for adult)
10 Begin IV and Ringers Lactate

Give epinephrine IV (0.01mg/kg for a child; 1 mg for aduit)
Give other medications as appropriate 1o situation

Re-evaluate situation
every 5 minutes

Re-evaluate situation
every 5 minutes

Alternate positions
. frequently. Re-evaluate
situation every 5 minutes

Cardiopulmonary Resuscitation
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ABDOMINAL PAIN

LEARNING OBJECTIVES

To describe the most common causes of abdominal pain, and the
characteristics of each

To develop a systemic approach to the evaluation and emergency management
of abdominal pain

To be able 1o effectively manage and distinguish the non-life-threatening types
of abdominal pain

TEACHING STRATEGIES

Use case studies to stimulate discussion and thinking about the initial
evaluation and management of abdominal pain

Use lecture or informal presentation for didactic material, small group
discussion. for prevention, counseling and patient education issues

Review and demonstrate the correct method of examining the abdomen on a
volunteer (inspection, percussion, gentle palpation of all four quadrants,
auscultation)

LEARNING POINTS

Common Causes of Abdominal Pain and Clinical Presentation:

1. Peptic Ulcer Disease
Typically presents as burning pain in the epigastric area
Pain of gastric uicers usually improves with food
Symptoms may improve with antacids or H-2 antagonists
If bleeding develops, patient may present with melena
Pred:sposmgfammaybe
Mecdications (anti-inflammatories, aspirin, antibiotics like
erythromycin)
- Stress
- Alcohol use or overuse
- Smoking

pap g

2. Gastroenteritis
a. Very common cause of asbdominal pain
b. Usually viral etiology
c. Typically diffuse and crampy
d. Commonly associated with diarrhea, may also have nausca

3. lrritable Bowel Syndrome
a. Intermittent, recurring symptoms over months to years
b. May have either mild diarthea or constipation, often altemating
c. Pain is cramping, variable, not consistently localized

Management of Abdominal Pain
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d. Pain is often temporarily relieved with passing gas or bowel

<.

movement
Often associated with chronic anxiety or tension

4. Peritonitis

Etiology is a ruptured viscus

Sudden-onset of pain

Physical exam diagnostic ~ findings include rebound, involuntary
guarding

Upright abdominal films may show free air under the diaphragm
Requires immediate surgical intervention

5. Appendicitis

a.

e o

Classically periumbilical pain, migrating to RLQ, but may be mid
or RUQ '

Fever, leukocytosis, nausea, vomiting

Anorexia is a classic sign

On physical exam, look for signs of appendiceal inflammation
adjacent to muscle, e.g. Psoas sign (pain on extension of right
thigh), Obtrurator sign (pain on internal rotation of right thigh)

6. Acute Cholecystitis

o oo o

Pain in RUQ and epigastrium

Colicky, then steady aching pain

Nausea and vomiting, low-grade fever, leukocviosis

Usnually worse after meals, or with greasy foods

Examine RUQ for Murphy’s sign {pain in RUQ on deep palpation
with inhalation)

7. Smali Bowel Obstruction

a.
b.

<.

d.

Usually mechanical etiology, e.g. adhesions, tumor, hernia
Symptoms include sudden onset of diffuse pain, distention,

vomiting

and obstipation

Physical exam remarkable for distention, diffuse tendemess and
high-pitched bowel sounds

Requires surgical evaluation, and usually immediate surgical
intervention

8. Abdominal Aortic Aneurysm

8. Sudden onset of knife-like pain suggests perforation
b. Onphysical exam, look for pulsatile abdominai mass
¢. Size> Scm by ultrasound has significantly higher morality
d. With rupture, patient may become rapidly hemodynamically
unstable - immediate surgical intervention is required! -
9. Pancreatitis
a.  Knife-like cpigastric pain, usually sudden onset
b.  Usually radiates to the back
¢.  Usual etiology is galistones or alcohol abuse
Management of Abdominal Pain
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10. Ectopic pregnancy
a.  Classic triad of fever, sbdominal pain and vaginal bleeding
b. Anywoman of childbearing age presenting with abdominal pain
should be asked about her iast menstryal period
Pain is usually in lower quadrants and severe
If rupture has occurred, peritoncal signs and hypotension may be
present
e. On physical exam, classic finding would be a tender adnexal
mass
f  Usually requires surgical removal for definitive therapy

ee

Disguosis/Evaluation:

History:

The area of the pain, including its origin and pattern of radiation, time of onset,
nature, and associated symptoms will frequently meke the diagnosis. A menstrual
history should be obtained

Questions to Ask:

1. Type of pain - diffuse or generalized?

2. Location of pain — which quadrant? Is it perumbilical? Did it start periumblical snd
shift to RLQ? (can be indicative of appendicitis)

3. Quality of pain — scvere, sharp or cramping, persistent or constant, periodic and
changing intensity over minutes (colicky?)

4. Time pattern ~ sudden onset, awaken at night, recurrent, occurs afier meals, ocours
during menstruation?

5. Radiation — to the back (could be pancreatitis), right shoulder blade (could indicate
cholecystitis), to the groin, buttocks or legs?

6. Aggravating factors, e.g. worse with position, eating or drinking, alcobol, greasy
foods (could indicate cholecystitis), stress, milk, straining?

7. Relieving Factors, e.g. after food or bowel movements, antacids.
A. Associated symptoms.
1. Weight loss, which might indicate malignancy ox
malsbsorption.
2. Vomiting as with a small bowel obstruction or volvulus
(obstruction especially if fecal).

3. Diarrhea and constipation, which might indicate inflammatory
bowel disease, cancer, obstipation, malabsorption.

Management of Abdominal Pain
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4, Melena or blood per rectum: check with Hemoccult. If negative
consider foods (colored drinks, beets) or medicines (iron).

B. Jaundice. Consider pancreatic cancer (painless), hepatitis, hemolysis
(sickle cell, G6PD deficiency, transfusion reaction), alcoholic hepatitis,
choledocholithiasis, primary biliary cirrhosis, etc.

C. Urinary symptoms. Dysuria, frequency, urgency, hematuria. Renal
problems often present as a complaint of abdominal pain. Consider
urolithiasis, UT], testicular torsion, etc.

D. Sexual activity, last period, birth controi, history of venereal disease,
vaginal discharge, spotting or bleeding. Consider ectopic pregnancy,
PID, ovarian torsion, ruptured ovarian cyst, eic,

E. Past medical history including other major illnesses, prior surgeries,
prior studies performed for evaluation of abdominal probiems, family
history of any similar complaints.

F. Medications. Especially digoxin, theophylline, steroids, tetracycline
(esophageal ulcers), analgesics, antipyretics, antiemetics, barbiturates,
diuretics, alendronate (esophagea! uicers).

I.  Physical Examination

Vital signs. Observe for signs of shock, elevated temperature, signs of
dehydration noted with dry mucous membranes and decreased skin turgor.

Abdominal exam.

1. Inspection. Scaphoid appearance or distention, point of most
severe pain, hernia, scars.

2. Auscuiation. High-pitched bowel sounds are suggestive of an
obstructive process. Absent bowel sounds are suggestive of an
ileus.

3. Palpation and percussion. Muscle rigidity
(voluntary/involuntary), localized tenderness, masses,
pulsation, hernias, peritoneal irritation (rebound: cough or
jumping also may elicit "rebound"), involuntary guarding,
obturator sign (pain on intermal and external rotation of hip),
psoas sign (pain on straight leg raising by using obtyrator
muscle, may indicate abscess, etc.), Murphy's sign (RUQ pain
when breathing in and pressing over the liver), liver dimension
and spleen dimension.

4, Tenderness of the costo-vertebral angle (over kidneys)
5. Pelvic exam in women.

6. Rectal exam. To rule out GI bleeding, prostatitis, etc. The
absence of rectal tendemess does not preclude the diagnosis of

Management of Abdominal Pain
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appendicitis nor does it make the diagnosis of appendicitis. The
rectal examination should be used to add 10 your entire clinical
picture.

CHARACTERISTIC PHYSICAL FINPINGS IN THE ACUTE ABDOMEN

Peritonitis
Generalized guarding, tendemness, rebound tendemess. hypoactive or absent
bowel sounds

Appendicitis
Right lower quadrant tenderness, guarding and rebound, discrete tendemness at
McBurney’s point, peak age 10-20. .

Acute cholecystitis
Right upper quadrant tendemness and guarding. positive Murphy’s sign. may
radiate 10 right scapula.

High Small Bowel obstruction
Severe vomiting, dehydration. no distention

Low Small Bowel obstruction
Distention, hvperactive and high pitched bowel sounds, vomiting.

Bowel Infarction
Pain out of proportion to tenderness, rectal bleeding if venous infarction.

Ruptured aortic areurysm
Pulsatile tender mass, hypotension, back pain

Pancreatitis

Steady, severe, LUQ and epigastric pain radiating to the back; pein less when
sits forward; decreased BS; diffuse tendemness.

. Laboratory
CBC with differentiai, platelet count, and urinalysis routinely done on
most cases of sbdominal pain.
A. Electrolytes with vomiting or diarrhea.

B. Liver function tests and liver enzymes; amylase and lipase for upper

Management of Abdominal Pain 5
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C. Other studies as indicated: chest radiograph (upright) for pneumonia or
free air (best radiograph for free air). Abdominal flat plate and upright
for bowel obstruction, ileus, free air, abnormal calcification.
Ultrasonography to look for peritoneal fluid. ECG for acute M1,
ischemia, or arrhythmias. Paracentesis may be important with ﬂdid in

the abdomen or in evaluation of abdominal trauma. Culdocentesis

{nonciotting blood for ruptured ectopic pregnancy}.

D. Pregnancy test on all reproductive-age females unless status post

hysterectomy. Sexual history is often unreliable in the emergency

setting.

ITI. Management of Abdeminal Pain Syndromes

1. Peptic Ulcer Disease
Dietary modification — avoid spicy and fatty foods
Stop smoking!!
Avoid alcohol drinks
Investigate stress in life
Medications
Begin with simple antacid or H2 blocker {cimetidine or ranitidine)
Carafate often effective in reducing symptoms of gastric ulcer
If no response to above, switch to omeprazole, or other proton
pump inhibitor
If symptoms recurrent, consider testing for Helicobucter pylori, or
simply treat with three medications (omeprazole, amoxicillin,
metronidazole) for 10 — 14 days.

FEmean o

-

2. Non-ulcer Dyspepsia
a. Often responds to dietary change such as avoiding milk or fatty
foods
b. May try antacids or anti-spasmodics

3. Gastroenteritis
a. Maintain hydration, occasionally needs IV rehydration
b. May benefit from anti-emetic (phenergan, etc.) if other causes
excluded
¢. Reassure patient that symptoms are usually short lived
d. If diarrhea prominent, avoid dairy products and fatty foods for
several days,

4. Acute Cholecystitis
a. Avoid fatty foods
b. Maintain hydration if vomiting or diarrhea
¢. Antispasmodics (atropine, hyoscine, etc.) useful for pain

Management of Abdominal Pain
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d. If recurrent or severe or ciderly patiemt, consider referral for
surgery
5. Irritable Bowel Syndrome
a. Explore relationship with stress and tension in patient’s life
b. May benefit from high fiber, milk and fat free diet

¢. May need antispasmodics (atropine, hyoscine) periodically
d. Maintain hvdration when diarthea severe

6. Pancreatitis
a. In mild cases, maintain hydration
b. If pain or vomiting severe, may need referral for hospitalization and
hydration
7. Ectopic pregnancy

a. When diagnosis suspected. refer for definitive diagnosis and
treatment

Initial Treatment for Severe Abdominal Pain

Decide whether to admit and observe, discharge, operate. Serial
examinations may clarifv the diagnosis.

A. Allow no food or fluids by mouth until diagnosis is clear.

B. IV fluids: Decide on expected fluid losses and current level of
hydration.

C. NG tube for vomiting, bleeding, or obstruction.

D. Foley catheter to monitor fluids.

E. Pain medications will often help clerify the diagnosis.

F. Serial labs may be helpful, especiafly CBC, cardiac enzymes.

PREVENTION ISSUES AND PATIENT EDUCATION MESSAGES
s Provide education to patients and familics about signs and symptoms of life-
threatening, surgical or serious abdominal pain and when to seek immediate
medical evaluation
o Provide education to patients and families about signs and symptoms of
abdominal pain of benign etiology, and when to defer medical evaluation

Management of Abdominal Pain
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* Provide advice for simple steps at home to manage abdominal pain that does
not seem surgical:

o Avoid food until symptoms improve
o Clear tiquids for rehydration if significant diarrhea is involved
o Avoid analgesic pain medications if possible

o Consider a trial of antacids or H-2 blockers

CASE STUDIES

1. A generally healthy woman of 30 years old complains of moderately severe
abdominal pain of 2 days duration, mainly in the right Jower quadrant of the
abdomen. She feels like she has a slight fever and some nausea. She does not
have any vomiting, diarrhea, urinary urgency or pain, or pain in the back. She
takes not medications reguiarly. Her menstrual cycles are irregular, and her last
menstruation was § weeks ago.

a. What are the most likely possibilities that could be causing this pain?

b. What further evaluation (history, examination, and laboratory tests) should

be done to clarify the diagnosis?

2. A 42 year old female presents to the Health Center compiaining of intermittent
abdominal pain for the past several years. The pain is generally in the upper
abdomen, described as a fullness, bloating, and occasionally cramping. It is
sometimes worse after eating, especially after mansaf. She has occasional loose

stools, and occasional constipation, but no consistent diarrhea, She has not had
fever.

a. What are the most likely possibilities that could be causing this pain?

b. What further evaluation (history, examination, and laboratory tests) should
be done to clarify the diagnosis?

¢. Should this patient be referred, and with what urgency? What measures of
treatment could be attempted in the Health Center before referring the
patient to a specialist?

3. A 50 year old man comes to the Health Center with severe burning pain in his
upper abdomen for the past 12 hours. He has vomited two times, and the last time
it appeared to have some dark material like coffee. He has had similar episodes of
pain occasionally for the past several years, and has not eaten spicy foods for
several years. He also has some arthritis, and one month ago was given
diclofenac, which has decreased the arthritic pain significantly.

a. What are the most likely possibilities that could be causing this pain?

Management of Abdominal Pain
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b. What further evaluation (history, examination, and laboratory tests) should
be done to clarify the diagnosis?

c. Should this patient be referred, and with what urgency? What measures of
treatment could be attempted in the Health Center before referring the

patient to a specialist?

4. A 62 year old man is brought to the Health Center with a 24 hour history of
increasingly severe abdominal pain and recurrent vomiting. The pain began in the
mid abdomen very mildly, but progressively increased. There has been no
diarrhea, and no stools for the past 12 hours. His only past history was a
hospitalization for a perforated appendicitis 20 ycars ago. He takes only
medication for his blood pressure. On examination, his abdomen is distended and
appears full of gas.

a. What are the most likely possibilitics that could be causing this pain?
b. What further evaluation (history, examination, and laboratory tests) should
be done to clarify the diagnosis?

¢. Should this patient be referred, and with what urgency? What measures of
treatment could be attempted in the Health Center before referring the

patient to a specialist?

CRITICAL ELEMENTS FOR REFERRAL

e Any paticat that is hemodynamically unstable, e.g. hypotensive, diaphoretic,
short of breath, tachycardic

e Any patient with suspected surgical etiology ¢.g. appendicitis, peritonitis,
acute cholecystitis, small bowel obstruction, ectopic pregnancy, ruptured
abdominal aortic aneurysm

¢ Any patient with significant dehydration ¢.g. from vomiting or disrrhea
associated with the abdominal pain, should be considered for hospital
admission

o Any patient with abdominal pain that is not readily explained by a thorough
history and physical, and basic dingnostic testing and could benefit from
further procedural evaluation

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE

Management of Abdominal Pain



e Able to correctly evaluate by history and physical exam patients who present
with abdominal pain, and distinguish serious from non-serious causes of pain,

and likely surgical etiologies that require immediate medical attention

¢ Understand initial management of abdominal pain and stabitization of the

patient, if necessary

¢ Ciear understanding of when to refer patient with abdominal pain for further
evaluation and management

Management of Abdominal Pain 10
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NEONATAL AND INFANT SCREENING

LEARNING OBJECTIVES:

Describe importance of screening

Idenify problems which can be screened at the primary care level
Describe criteria for successful screening

Integration of screening ino existing primary health care services
Recommendation on screening of the newbom, infants & children

TEACHING STRATEGIES:
e Use lecture or informal presentation to give the knowledge needed, small group
discussion for parents education

Brainstorming and group work and discussion
Demonstrate the skills needed for clinical screening
Involve trainces in practical work

Problem solving and role piaying in ficldwork

MATERIALS AND EQUIPMENT NEEDED:
e« Audiovisual aids

» Growth charts, Snelien charts

» Health education pamphlets

¢ White board or flip chart and markers

LEARNING POINTS:
+ Significance of carly detection in diagnosing asymptomatic health or
developmental problems

Timely intervention is move possible

Makes best use of limited resources

Can begin process of education and support of families
Discussion of parent’s suspicions and fears of “something wrong™
Beginning discussion of long-term strategies of the family

Early detection of symptomatic conditions

Early referral of child for confirmation and development of
management strategy

o Criteria for deciding whether or not to use heslth screening

1s the condition of public health importance?

Are there preventive or curstive measures?

Is early detection sufficient to permit timely intervention?
Are the screening procedure, diagnosis snd interventions
acceptable to the population?

Are resources adequate for screening?

Will the screening program strengthen society development?
Is the cost warranted, given all previous items?

» Significance to family and society of disabled child

Strain on family relationships (divorce more common)

Neonatal and Infant Screening
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* Strain on family economy (mother not able to work, increased costs)
Lost income and productivity of disabled child
» Increased costs 1o society (medical care, special schooling and
equipment
¢ Integration in the well-child care and immunization programs
&  Screening can easily be performed at routine well-child and
immunization visits
» Provides an opportunity to educate and counsel parents about
preventive measures
* Health workers should be trained how to tell parents about a
concerning or suspicious result of screening
1. Development screening is preliminary investigation, not
definitive
2. Emphasize that this is only a screening; referral and further
testing is necessary to confirm the result
3. 1fa problem is confirmed, in most cases a treatment plan can
be developed to help with the problem
4. Avoid discussing long-term prognosis or management unti!
developmental diagnosis confirmed
= Diagnosis and management of childhood disabilities is a continual
team effort of PHC team and specialists
s Ali suspicions of abnormalities need to be confirmed by qualified
pediatrician or developmental specialist
¢ All suspected abnormal screening results must be referred for confirmation
and evaluation
» Most can be referred to MOH Center of Developmentat Disabilities -
Amman )
» Emphasize courtesy and confidentiality in order to increase public
acceptability of the screening services

o Conditions of the newborn which may be screened
- Low birth weight/ pre-maturity
- Developmental abnormalities
- Maternal/ houshold psychosocial & socioeconomic risks
- Undescended testis
- Congenital hypothyroidism
- Congenitat dislocation of the hip
- Abnormal head circumference
- Asymptomatic heart abnormalities
- Eye abnormalities

¢ Conditions of infants and children which may be screened
- Immunization status
- Monitering of physical growth
- Developmental abnormalities _
- Mental, neurological & psychosocial development
- Congenital dislocation of the hip
- Asymptomatic heart abnormalities
- Visual problems
- Hearing problems

Neonatal and Infant Screening 2
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- Undescended testis

- Anemia

High blood pressure
Oral health problems

CLINICAL PROTOCOL
(see attachments)

CASE STUDIES

Nader is a 4-month old boy who was brought to the health center for vaccination. He
was not feeding properly and a guick screening showed an infant who could not
support his head, with weak muscic tone and poor sucking reflex.

1. What additional information would you request regarding:
a. Prenatal history
b. History to the present
¢. Family history
d. Physical examination

2. How would you proceed with a referral? (where would you refer?, 1o whom?,
when?)

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES

o The value of screening and early detection through the media and community
organizations

e Very limited use of medications in carly pregnancy, except those absolutely

essential for health of mother or fetus '

Limited use of X-rays during pregnancy

Treat maternal diseases which can increase risk of malformations and disabilities

(folate deficiency, anemia, Rh disease. alcoholism, diabetes mellitus.

hypothyroidism or hyperthyroidismn)

Avoid smoking and alcohol use during pregnancy

Advise maternal immunization (Tetanus, Rubella)

Counsel about consanguineous marriages

Advisc antenatal care and counseling beginning easly in pregnancy

HEALTH EDUCATION AND COUNSELING
¢ Lifestyle modification

e School and education

» [ron rich diet and supplementation

e Social and psychological factors

CRITICAL ELEMENTS OF REFERRAL

s Confirmation of suspicious or positive results

¢ To develop a treatment plan to prevent further progression of the problem
& Test other family members for the same discase.

Neonatal sod Infant Screening
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Care of the Newborn

immediate A t - (Conducted in the hogpital within 24 hours
1. Keep the infant warm and dry during the examination.

2. Review the birth record.

3. Look at the infant’s general appearance; take note of whether or not the infant is
small or large, fat or thin, tense or relaxed, active or still; is the infant’s body and
mouth blue or pink.

4. Listen to the infant’s cry (high, piercing cry can be a sign of illness).

wh
A

Check the rate of breathing, heart rate, and temperature (especially important

during the first six hours):

o Breathing shouid be without difficulty; normal rate is 30-60 breaths per
minute.

s Heart rate should be between 120-160 per minute (place two fingers over the
infant’s heart or use a stethoscope).

e Temperature usually between 36.5-37.2°C when taken under the arm.
Hypothermia is temperature below 36.5°C. It is very important to prevent heat
loss after delivery; dry and cover the infant especially its head, and by keeping
the infant close to the mother.

6. Weigh the infant (usually between 2.5 and 4.0 kg). Tell the mother and family the
infant’s weight.

7. Inspect the infant’s body:
¢ Head - Note the sizes of the fontanelles (soft spots), suture, and molding
¢ Eyes— Clean the eyes and place 2 drops of antibiotic eye drops in each eye
e Mouth ~ Look at the formation of the lips, feel the inside of the mouth;
check suck reflex
Spine — Note swellings or depressions
Limbs — Note their ability to move and number of fingers and toes
Reflex - look for the infant’s “startle” reflex (arms open normally when

you clap your hand)

8. Waich the infant breastfeed. The nipple and areola should be in the infant’s
mouth.

9. Administer Vitamin K and antibiotic eye drops.

Neonatal and Infant Screening 4
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Danger Signs’

Refer 10 a doctor if an infant has any of these signs:

Poor feeding or sucking

Sleeping all the time

Fever or hypothermia

No stool by third day

Blueness of the lips or skin

Jaundice (yellow skin)

Persistent vomiting; vomiting with a swollen sbdomen
Difficulty csmblishing regular breathing

Eye discharge

Watery or dark green stools with mucus or with blood

YVVVVYVYVYVVY

Early Assessment (st 1™ week)

1. Take & history from the mother about her newborn. Ask the mother about the
following:
o DBreastfeeding — How many times has the infant fed since sunrise? How many

times during the night?

Sleep - How much does the infant sleep?

Urination — How often does the baby wet?

Stool — What color is the stool and how often?

Cord — Has there been any discharge from the cord? [s there any smell?

2. Examine the infant and explain findings 10 the mother. Normal findings should

include:

e General appearance — active when awake

e Breathing - easily, 40-60 breaths per minute

o Temperature — skin warm to touch, temp. 36.5-37.2°C

s Weight — a newborn may lose some weight within the first few days afier bisth
(10% of birth weight). By day three or four, the baby should begin to gain
weight again and should regain the birth weight by the end of the week.

s Head - “soft spots” not depressed or bulging

e Eyes - no discharge

o Mouth - check sucking by observing the infant breastfceding; mucous
membranes moist

» Skin - not yeliow or bluc
Cord — no discharge or fout smell (the cord stump should fall off by two
weeks after birth)

3. Counsel Mother about Infant Immunization Schedule
¢ BCG to prevent tuberculosis given S 10 30 days following birth (New MOH
policy; practice initisted August, 2001) only given at selected health centers.
Provide information to the mother about where ber baby can receive BCG
injection and when to take the baby.
e Oral polio vaccine at two month visit.

' Source: Heelthy Mother and Heeltty Newbom Care: A Reference for Caregivers (1908), ACNM, 198-
203
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s DPT and Hepatitis B (quadrivalent) vaccine at two month visit.
o HIB vaccine

Eight W jrth: Assessment and Immunizations
1. Take a history from the mother by asking her about the following:
o Breastfeeding
- How often does the infant feed? (Usually every two to four hours,
including during the night).
- How often does the infant wet?
- Is the infant taking anything besides breastmilk?
o Sleep — How much does the infant sleep at night and during the day?
s Stool - What color is the stool; how often does the infant have stool?
¢ Immunizations — Has infant received BCG, oral polio, and Hepatitis B?

2. Examine the infant and explain finding to the mother. Normal findings should
include:

General appearance — active when awake

Breathing - easy

Temperature ~ skin warm to touch, temperature 36.5-37.2°C

Weight — more than at birth

Head - *soft spots™ not depressed or bulging

Eyes - no discharge

Mouth - check suck by watching the infant breastfeed

Skin — not yellow or blue or dry

Cord - off by second week after birth; no redness, no discharge, or odor’

3. Administer infant first dose of oral polio vaccine and DPT and hepatitis B
immunization,

2 Adapted from Healthy Mother and Healthy New born Care: A Reference for Caregivers (1998), ACNM.
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Screesning of Newbors (0 - 2 months of age)
Conditioa to be screened Frequescyof Method of Screeaing
: Screening
Low Birth 1™ well child visit (0-2 | Weight and height
! Weight/Prematurity weeks)
Developmental 1" wellchildandeach | Developmental screen
. Houschold psychosocial | 1% well child and each | History and observation
and economic risks immunization visit
Undescended testicle 1% well child and each Palpstion of sesticles in
I immunization visit - males
i Congenital dislocation of | 1" well childand each | Barlow's and Ortolani's
: hip (CDH) immunization visit mancuves
| Asymptomatic heart " wellchildand each | Auscultation of heart and
; problems * immunization visit lungs (murmer or
* pulmonary edema)
; Poor feeding and growth
. Abnormal head ¥ well child and cach | Head circumficrence
| circumference immunization visit measurcment and graphing
L ! on chart
! Eye sbnormalities | 1" well childand each | Presence or absence of red

Screening of Infants and Childrea (Z months — S years of age)

Coadition to be screemed | Frequency of Screening Method of Screening
Immunization status Each immunization visit | Review immunization
sheet

Developmental Each immunization visit | Developmental screen

abnormalities , appropriate for age

Household psychosocial . Each immunization visit | History and observation

and economic risks :

Undescended testicle Each immunization visit | Palpation of testicles in
until 18 months maies

Congenital dislocation of | Each immunization visit | Assessment of hip

. hip (CDH) until 18 months abduction

! Asymptomatic heart Each immunization visit | Auscultation of heart and

| problems lungs (murmer or

' :  pulmonary edema)

i _Poor feeding and growth
| Abnormal head . 1™ well child and each Head circumference
|citcumfumee | immunization visit until 18 messurement and graphing
: months on growth chart

Neonatsl and Infant Screening



Eye abnormalities Each immunization visit to | Normal eye fixation and
18 months following of object
Visual problems Yearly after age 3 Simple eye chart
appropriate for age
Hearing problems Before 6 months and Response to noise
yearly Speech development
Anemia Age 6 — 12 months Hemoglobin level
High blood pressure Age 5 years Blood pressure
measurement with child
! cuff
Oral health problems | Each visit after age 2 Inspection of teeth

Neonatal and Infant Screening
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Table 1. Developmestal Screening Chart for the nse of MCH

Id. Number: Date of Birth:
1-2 weeks Screening Date:
A. Muscie Tone: B. Reflexes (Moro, Sucking, Grasp)
1. Normal 1. Norma!
2. Hypertonic 2. Abnormal
3. Hypotonic 3. Notes
C. Red Light Reflex:
Present Absent

D. Malformation, Handicap, Acute or chronic important discase:

2 Moath-Sereening Datez
A. Muscie Tone: B. Reflexes (Movo, Sucking, (ATNR)
1. Normal 1. Normal
2. Hypertonic 2. Abnormal
3. Bypotonic 3. Notes
C. Eye Movements/Fixation D. Smiles at mother
1. Normal 1. Yes
2. Abnormal 2.No
E.Makessounds 1. Yes 2. No

F. Malformation, Handicap, Acute or chronic important disease:

S Moath-Screeaing Date:
A. Moro/Grasp reflexes gone B. Traction test
1. Yes 1. Bends arms and legs slightly. No head
lag
2.No 2. Straight arms but no head lag
3. Straight arms and head lag
C. Tums the head towards sound D. Cmches things consciously
I.Yes 1. Yes
2.No 2.No
E. Laughs loudly 1. Yes 2.No

F. Malformation, Handicap, Acute or chronic important discase:

Neonatal and infent Screening 9
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9 month-Screening Date:

A. Can sit without support B. Pincer grasp
1. Yes 1. Yes
2.No 2. No
C. Double-cooing like Baba, Mama 1. Yes 2. No

D. Presence of defense reflexes (Parachute reflex)
1. Yes 2. Partial 3. No

E. Malformation, Handicap, Acute or chronic important disease:

18 Month Screening Date:
A. Can stand and walk without help 1. Yes 2.No
B. Can build a tower with 2-3 bricks 1.Yes 2.No
C. Can drop a pearl or small stone in a bottle 1. Yes 2.No
D. Can, on request, go away and bring l. Yes 2.No
well known objects
E. Can speak simple words F. Can point at nose, eye and mouth
1. More than 8 words 1. Yes
2. Less than 8 words 2. Unsure
3. No words at all 3. Definitely not
G. Can feed himself 1, Yes 2. No

H. Malfonnaiion, Handicap, Acute or chronic important disease:

Neonatal and Infant Screening 10
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ANEMIA IN CHILDREN

LEARNING OBJECTIVES:

Correct differential diagnosis of anemia using the MCV
Common causes of iron deficiency anemia

Effective treatment and followup of anemia
-When to refer

Appropriate counseling of parents with an anemic chiid

TEACHING METHODS:
*  Lecture presentation
»  Discussion of case studies

MATERIALS AND EQUIPMENT:
s  Flipcharts and markers
s  Whiteboard and markers

LEARNING POINTS:
o Definition of anemia
o Hemoglobin <9 gm/d, or hematocrit < 28%

» Classification of anemia, and common pathophysiology
o Defined by MCV (mean corpuscular volume)
o Microcytic anemia MCV< 85
* Iron deficiency
*  Thalessemis
o Macrocytic Anemia MCV> 105
* Vit B12 deficiency
* Folic acid deficiency
o Normocytic Anemia MCV 85-100
Most commonly seen in chronic disesses, such as:
Renal failure

Malignancies ,
Rheumstoid srthritis (Still’s disease in children)

» [ron Deficiency Ancmis — most common cause of anemia in children
o Diagnosis — highly suspected in all cases of microcytic anemia
o History -
= Infants - ask sbout birth weight and prematurity, bresst feeding,
supplemental feeding, growth curve, diarrhes, family history of
anemia, anemia in mother during or between pregnancy
* Children - ask about noscbleeds, melena, weight loss, dimrvhes, dict,
mummmmmmwd
anemia
s Adolescents — ask about diet, attempted or spontancous weight loss,
melena, dimrrhea, menstrual periods in females, fatigue, dyspnes on

aitempted exertion
o Physical Examination

Ancmia in Children
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» Infants and children — growth curve, pallor of conjunctiva, abdominal
masses, hepatomegaly, splenomegaly, adenopathy, joint swelling or
pain

o Laboratory Evaluation of microcytic anemia
Confirm hemogiobin < 9 gm/di, and MCV < 85

= Serum ferritin for confirmation of iron deficiency (< 10 mg/dl for
females, < 20mg/d! for males)

« Confirmed by hemoglobin electrophoresis to exclude
thalassemia if necessary

= Test 3 stool specimens for parasites and occult biood

= Other lab investigations necessary only if there is no response to iron
suppiementation therapy

o Common causes of iron deficiency

* Diet — poor iron intake

s Cow’s milk diet in infants

* Premature or low birth weight birth

* Chronic blood loss (from parasites such as hookworm, bleeding
Meckeis diverticulum, peptic ulcer disease, chronic NSAID or aspirin
use, recurrent nosebleeds)

*  Malabsorption syndromes (chronic giardiasis, chronic diarrhea, Celiac
disease, etc.)

o Management of iron deficiency anemia
» Correct diet with foods high in iron content
o Beef, lamb, liver, green vegetables such as broccoli, iron
fortified cereals
¢ Decrease cow’s milk intake if excessive for age
* [ron supplementation
¢ Must be given daily for minimum of 3 months to restore iron
reserves
¢ Should see improvement in hemoglobin within 2-4 weeks

a2 When anemia corrected, child should be seen every 6 — 12 months to

be sure anemia is not recurring, and to confirm proper diet

PREVENTION AND HEALTH EDUCATION
Identify and treat anemia in pregnant women
Begin iron supplementation within first three months in premature or low birth
weight infants, even if not anemic at the time

» Encourage full time breast feeding for the first 6 months of life

¢ Counsel mothers about appropriate foods when child begins to take solids — avoid
excessive or exclusive milk diet
Encourage parents to provide iron rich foods for their children when possible
Screen all children for anemia with hemoglobin or hematocrit at 9-12 months of
age

» Screen any child for anemia if any evidence of fatigue, palior, poor performance
in school, hepatomegaly, splenomegaly, chronic or recurrent diarrhea, weight loss,
or poor diet

Anemtia in Children 2

150




CRITICAL ELEMENTS FOR REFERRAL

¢ No response to iron supplementation after 4-6 weeks

o Evidence of non-iron deficient snemia (thajassemia, macrocytic or normocytic
anemia, pancytopenia)

s Presence of chronic illness, such as renal discase or congenital heart discase

Anemia in Children 3
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DIARRHEA

LEARNING OBJECTIVES:

¢ Etiology and diagnosis of dimthea

¢ Clinical management of diarrhea

s Preparation and administration of O.R.S
o Health education and preventive measures

TEACHING STRATEGIES:
» Group discussions and role-plays to reinforce certain skills and share insights
+ Exerciscs in case management to participants to complete independently.

MATERIALS AND EQUIPMENT NEEDED:

Wall chart: Management of the Patient with Dimrhea.

ORS packets (for demonstration).

Containers and water for preparation of ORT.

Health education pamphlets for prevention, feeding etc....
White board or flip chart and markers.

Videotape: Assessment of Dehydration in a Child with Disrrhea.

LEARNING POINTS:

e Epidemiology and Etiology of Diarrhea
o Mode of transmission — fecal/oral, contaminated food or waser, hand to mouth
0 Rlskfamutsf(xacmednnhu

Young age — infant or small chiid

Poor hygiene in family (lack of handwashing, lack of hygicne in
cooking or storing food)

Absence of sanitary facilitics

Lack of clean water supply

Malnutrition

o Seasonal factors — usually more frequent during summer months

o Etiologic agents — most common are viruses such as rotavires, but bacteria and
protozoal perasites are also a factor

o Invasive diarthea and secretory diarrhea (dysentery)

Often caused by bacteria (enterotoxigenic E. coli, Sakmonclla, Shigella,
Yersinia, Bacillus cereus, V'h\odnluandp-iulolym)uby
parasites (such as Entamoeba hist. or giardia)

Often cause more severe diarrhea and dehydration than viral iliness
Often associated with fever, toxicity, more severe illness, blood in
stools

Clinical course may be shortened in some cases by identification and
appropriate use of antibiotics or antiperasitic agents, HOWEVER -
assessment and treatment of dehydration is the same as for afl
diarrheas

o Other causes of diarrhea

Diarrhea alternating with constipation may be irritable bowel
syndrome, or fecal impaction in young child
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= Malnutrition
* Food intolerance such as cow’s milk or gluten (wheat or oat products)

Principles of Clinical Management of Acute Diarrhea
o Definition of diarthea
= Passage of loose or watery stools, at least three times in a 24-hour
period (Note: it is the watery consistency and total volume of the stools
rather than the number that is most important. Frequent passing of
formed stools is not diarrhea)
o Diarrhea and dehydration
= Dehydration occurs when loss of water and electrolytes (sodium,
potassium, chioride, bicarbonate) in diartheal stool is greater than the
oral replacement of these losses
o Formulation of Oral Rehydration Solution (ORS solution)
*  WHO formulation:

Ingredient Grams/L
Sodium Chloride 3.5
Trisodium citrate dihydrate | 2.5
Potassium Chloride 1.3
Glucose 20.0
Water 1 liter

* ORS is a balanced solution of salts, glucose and water that allows for
absorption of necessary electrolytes and water, even in secretory
diarrheas. As glucose is passively absorbed in the bowel, both water
and salts are absorbed also.

o Effectiveness of ORS solution

= In most studies, ORS solution alone was as effective in restoring
hydration as IV fluids, except in cases of severe shock and
hypotension.

o Advantages of Oral Rehydration Therapy (ORT) over IV therapy

= As effective in treating dehydration as I'V fluid in most cases

* Requires less equipment and nursing observation

¢ ORT is non-invasive and non-painful

s Can be administered by non-medicai person, such as mother or other
care-giver
Satisfies natural thirst of child

o Reasons for failure of ORT

Giving insufficient quantity of ORS for degree of dehydration

Giving child too much ORS at one time

Stopping ORS because child is vomiting or reluctant to drink

Failure to consistently encourage child to take ORS in small, frequent
amounts

Treatment of Diarrhea in the Health Center — Setting up an ORT Comer
o Select location for the ORT corner. This should have the following
characteristics:
* Beclose to staff, for frequent observation. However, it should not be in a
crowded passageway
Be near a source of water
Be near a toilet and washing facilities
Be pleasant and well ventilated

Diarrhea 2
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© Arrange fumiture in the ORT comer, with:

= A table for mixing ORS solution

A bench or chairs with a back for the mother to hold the child
* A small table for the cups of ORS solution

o Organize supplies in the ORT comer
ORS packets (at Jeast 60/month)

3 bottles of 1 liter each

Mother’s instruction cards for how to care for a child with dissthea

Sosp for handwashing
Waste besket

Log sheet

¢ Display posters and other information about treatment of disrrhes

Management of Diarrhea
o Assessment of the patient and degree of dehydration

. Assess the Child
General Well, alert Restless, irritable *L ethargic or
*Floppy
Eyes Normal Sunken Very sumken & dry
Tears Present Absent Absent
Mouth & Tongue | Moist Dry Very dry
Thirst Drinks normaliy, no | *Thirsty, drinks * Drinks poorly or not
thirst eagerly abie to drink
Feel skin pinch | Goes back quickly | * Goes back slowly *Goes back very
slowly
3. Decide on level of | The patient has mo | If patient has two or | If patient has two or
dehydration sigas of more sings, including | more signs including at
debydration (0 - at jeast one *sign® least one *sign® there
5%) there is some is severe dehyidration
 dehydration (S— C10%)
10%)
‘4. Treat UneplnA Uu’hll Ur.ully-ephc
? Weigh the Weigh the patient Weigh the patient
petient ¢ Begin ORS Begin IV fluid
= Eariy home solution in Health replacement in
treatment of Center Health Conter
diarrhea 1o = Reassess afier » Consider referral |
prevent approx. 4 hours
dehydration
Diarrhea 3
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o Plan A — Two Rules for home treatment for no or mild dehydration (0 — 5%)
* Rule 1 - Give the child more fluid than usual to prevent dehydration —
at lcast 25 — 50 mi/kg in first 4 hours
o What fluids to give - recommended home fluids:
- Suitable fluids ; Normal contain salt: (add salt about 3g/l), such
as ORS, salted rice water, yogurt , chicken soup .
- Not containing salt; plain water, unsalted rice water, yogurt,
weak tea (unsweetened).
- Unsuitable fluids: drinks sweetened with sugar
o How much fluid to give — the general rule is to give as much fluid
-as the child wants until diarrhea stops.

* Rule 11 - Continue to feed the child to prevent malnutrition
0 Breastfeeding should aiways be continued.
o What foods to give: This depends on the child’s age food
preferences and pre-illness feeding patterns, cultural practices
o Foods are the same as those required by healthy children
o Milk (Formula) for the non-breastfed child.
o Recommended foods should be culturally acceptable, readily i
available, energy rich food and contain adequate amount of
essential micronutrients.
o Use frequent small feedings '
o Continue giving the same food for at least two weeks after the diarrhea
stops.
s Note : If the child will be given ORS solution at home , show the mother f
how to prepare and how much ( ORS) to give her enough packets for two
days .

o Plan B - Health Center treatment for some dehydration (5 - 10%)

Weigh child as baseline for monitoring rehydration

Give 50-100 ml/kg of ORS in first 4 hours

Using a clean spoon or cup.

Feeding bottle should not be used for babies - use a dropper or syringe

Give ORS solution teaspoonful every 1-2 minutes for the child under 2

years, frequent sips from 2 cup for an older child

If child vomits, wait 10 minutes then continue giving ORS slowly

Continue breast-feeding even during ORT as appropriate

Monitor the progress of therapy regularly and recerd findings every 1-2 !

Hrs, then reassess the child fully after 4 hkrs and decide what treatment to |

give next, following the guidelines of plan A, orBorC }
1
i

» [Ifchild is now hydrated and alert, teach mother how to treat her child at
home with ORS and food (plan A)

* Instruct mother in signs for which she should bring the child back

= Note: If the mother must leave before completing treatment plan B
give her enough ORS packets to complete rehydration for two days.

o Plan C - IV rehydration for severe dehydration (>10%)
» Begin IV fluid immediately at heaith center, as follows:

Diarthea 4
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Firstgive Lactated | Thes give Lactated
Ringers: Ringers:

|

! Infants (under 12 30mlXg in 1 hour T0ml/kg in 5 hours
1momhs) '

" Older children (> 12 | 30ml/kg in 30 minutes | M0mlkgin2 -3
hours

| months)

If can not give 1V should be referred to hospital within 30 minwtes.
May give (ORS) solution by nasogastric tube as an interim measure
Continue to give ORS if the patient can drink until the drip is
completed

IV should be administered until radiai pulse perfusion and memal
status returns to normal, then can take fluids by mouth

Assess patient's progress periodically and record findings every 1-2
hrs until patient is rehydrated.

After 6 hrs for infants (or 3 hrs in older patients) reassess the patient
and choose what the plan should be conducted to continue treatment
(Plan A, B, continue C, or refer to hospital)

Be sure that the mother is taught how to continue caring for her child s
home

¢ Treatment of dysentery and persistent diarrhea
o Acute bloody diarthea (dysentery)

Request stool study for leukocytes, parasites and bacterial culture,
when possible
= While waiting results of stool studies, treat as outpstient for 5 days
with oral antimicrobial recommended for shigella (shigella causes
many episodes of bloody diarrhea in chiidren)
Teach the mother to feed the child as described in plan A.
See the child again after 2 days if:
1. Under | year old
2. Initially dehydrated
3. There is still biood in the stool.
4. Not getting better.
» Change to a second oral antimicrobial recommended for shigella
for another 5 days if the child is not improving
= If still no improvement after giving the second oral antimicrobial
for 2 days should be referred 1o hospital.

o Persistent Diarthea

= Continue 10 give appropriate fluids to prevent or treat dehydration,
if it is present .

= Give antimicrobial to treat diagnosed infection.

* Encoursge a muritious diet that does not cause disrrhea to worsen
(attachment 3)
Supplementary vitamins and minerals (attachment 3)
Most children with persistent diarrhea can treated at home with
careful follow-up to ensure they are improving

s Children should be re-evaluated afier seven days .

» Children (especially less than 6 months of age) with persistent
diarrhea, or with moderate or severe malnutrition, or with serious
systemic infection (such as pneumonia) and should be treated in

hospital
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s Successful treatment of persistent diarrhea characterized by:
1. Adequate food intake
2. Weight gain
3. Fewer diarrheal stools
4. Lack of fever.

¢ Antimicrobials and other drugs
s An antimicrobial should not be given routinely with diarrhea — give
only when bacterial or parasitic infection suspected or proven by stool
studies
» Follow guidelines for use of antimicrobials (attachment 4)
= Antidiarrhea drugs (diphenoxylate, Imodium) have no practical benefit
and never indicated for treatment of acute diarrhea in children

PREVENTION AND HEALTH EDUCATION MESSAGES

Breastfeeding

Improved weaning practices

Use of plenty of clean water

Hand-washing

Proper disposal of diapers of young chiidren

Measles immunization

Convince mother to use ORT, even if child is vomiting or uncooperative

Teach mother home management of next diarrheal episode (nutrition and fluids)

CRITICAL ELEMENTS FOR REFERRAL

s Evidence of malnutrition

Severe dehydration

Persistent vomiting or severe, watery diarrhea
No improvement in 3 days

Blood in the stool

CASE STUDY

Sami is a 10-month old boy who presented to the health center with watery diarrhea
and vomiting for the last 16 hours. On examination, his temperature was 39°C., his
eyes were sunken, skin pinch goes back slowly, his mouth and tongue were dry and
he drinks eagerly.

Topics of discussion:

Assess the degree of dehydration

Discuss the need for referral to the hospital

How would you begin and continue ORT therapy?
What would you do to treat the fever?

What weuld you do if he continues to vomit?

Lol A

CRITICAL ELEMENTS OF COMPETENCE FOR EVALUATION

e Proper assessment of the degree of dehydration

Recognition of associated problems like fever, dysentry and malnutrition
Proper preparation and use of ORS solution

Education of parents in prevention and management of diarrhea

Diarrhea 6
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Attachment 3

Give s Nutritions Diet
This is essential treatment for all children with persistent dissrhes.

The normal diet of children with persistent diarrhea is often inadequase . They should
be given a dict appropriate for their age , but with a limited content of factose . In
cither situation the goal is a daily intake of at least 110 calories / kg .
Feeding of children at home:
The following feeding recommendations should be given :
I- Continue breastfeeding
2- If yogurt is availsble give it in piace of any animal milk (yogurt contains less Jactose
and is better tolerated .
3- Limit animal milk to 50 mikg/day .
4- Give other foods that are appropriste for the child’s age (as described in plan A).
5- Give enough energy to ensure an adequate caloric intake .
6 Give frequent small meals at feast six times aday .

For older infants and young children, use standsrd formulas prepared from local ingredients .
Two diets are described:
1. The first diet is reduced lactose ~ contains no more than 3.7 g lactose /kg /duy , and
provide at least 10% of calories as :
Full fat dried milk 11 g ( or whole liquid milk 85 mI)
Rice 15g
Vegetable oil 3.5g
Cane sugar 3g
Water to make 200m
2. The second diet is lactose free with reduced starch prepared from the following :
Whole egg 64g or cooked chicken mest 12g
Rice 3g
Vegetable oil 4g
Ghucose 3g
Water 1o make 200ml
Thlsdletpmvndﬁ?(]enlmespcrlm Also with this diet 145mlkg provides 110

calories/kg

Give supplementary multivitamins and mineraly .

day for two weeks. As a guide, one recommended daily allowance (RDA) for a child aged one
year is:

Folate 50mg

Zinc 10mg
Vitamin A 400mg.
Iron 10mg
Copper | mg
Magnesium 80mg

Diarrhea 7
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Attachmeyt 4
Antimicrobials used to treat specific cause of diarrhea

Disease Anti-microbial Children [ Adult
Doses /Frequency / Duration
Shigella Trimethoprim (TMP) | SMG/KG+ 160mg+800mg
Dysentery + 25MG/KG twice a day x 5 days
Sulfamethoxazole Twice/day x § days
(SMX) |
Nalidixic Acid 15mg/kg 4 times X 5 days 400mg 4 time a day
X 5 days
- Ampicililin 25mg/kg 4 times x 5 days 1g 4 times a day
X 5 days
Amoebiasis | Metronidazole 10mg/kg 3 times a day x 5 days | 750g 3 times a day
for severe case X 5 days
Giardiasis | Metronidazole Smg/kg 3 times aday x 5 days | 250mg/kg 3 times a day
x 5 days
Diarrhea 8
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Steps to treat Disrrhea

1. Educate family member about
prevention or home treatment of
diarrhea

2.  Assess dehydration

E statt‘s

3.Check for other problemsf

| -

4. Treat child appropriately; . Treat other problems|
for degree of dehydration |

I6. Record Data on child file
Diarrhea 9
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FEVER iz a CHILD

LEARNING OBJECTIVES

Understand the definition and pathogenesis of fever

Develop an effective plan to identify the cause of fever

Describe the clinical management of fever in special group

Communication to the patient and the family regarding the understanding, coatrol
and treatment of fever

¢ Know indications for referral of febrile child

TEACHING STRATEGIES

e Review the proper measurement of temperature and the mistakes that can occur.
e Use lecture or informal presentation for materiat

o Use small group discussion or role play for prevention, counseling and patient

MATERIALS AND EQUIPMENT NEEDED:
e  Oral and rectal types of thermometers for demonstration
e  White board or flip chart and markers for summarizing major points.

LEARNING POINTS
. Deﬁnmmmdpdhoyuwsoffeva
Definition —Core body (rectal) temperature >38, or oral tempersture >37.5
Cnuedbydmgesm“sﬁ-pmm"ofhypombmm
Bacteria, viruses, toxins, or other agents are phagocytosed by leukocytes
- Interlenkin-1 and other chemical mediators {(endogenous pyrogens) are
produced and activate the production of prostaglandins
- Pyrogens and prostagiandins act on the thermoregulatory mechanism in
the hypothalamus and upwardly readjust the body’s thermostat
- Raising the hypothalamic set-point initiates the process of heat production
and conservation by:
0 increasing metabolism and glucose production
o causing peripheral vasoconstriction in arms and legs, central
vasodilatation in major organs
o occasionally causes shivering which increases heat production
from the muscles
s Recent studies show fever helps to boost immune system response — helps to
fight viral or bacterial infections
=  Fever, even fevers of up to 40.5, do not cause brain damage, and do not harm
the child
s  Must distinguish fever (altered hypothalamic set-point) from hyperthermia
(clevated temperature)

- Hyperthermia (apparent fever) can be caused by:
o Hot environment, such as heat exhaustion

o Overwrapping of children, especially infants
o Hot drinks immediately prior to taking temperature

Fever/Children 1
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o Endocrine abnormality such as hyperthyroidism (increased
metabolism)

e Fever and febrile convulsions
= Approximately 3% of all children < age 6 may have brief convulsion
associated with fever
Clinical characteristics:
o Usually occurs at beginning of fever, often before parent aware that
child has a fever
o Usually brief, less than 30 seconds
o Usually a generalized convulsion, occasionally may be repeated or
focal
o Generally no evidence of toxicity, stiff neck or other signs of
meningitis
o The tendency to febrile convulsions should disappear by age 6
* First febrile seizure (especially in child less than 3 years of age) should
generally be investigated to rule out possibility of meningitis or encephalitis or
tumor
* Recent studies show that children with febrile convulsions have no
abnormalities in development, school performance, JQ, or other measures
*  Known febrile convulsions do not need anti-convulsant treatment — attempted
treatment with anti-convulsants is usually not effective
=  MOST IMPORTANT - vigorous treatment of a high fever may not prevent
febrile seizures!
= Parents of children with febrile seizures should be reassured that this does not
cause harm or indicate severe iliness.

¢ Clinical evaluation of fever
= Important elements of history

1. Inquire about onset, duration, and pattern of fever

2. Inquire about associated symptoms such as changes in activity,
appetite, chills, headache, nasal congestion, earache, sore throat,
cough, abdominal pain, vomiting, diarrhoea, painful urination

3.  Explore hydration siatus by asking about amount of fluid intake
and frequency and amount of fluid output

4.  Ask about conscious level of patient

5. Explore possibilities of heat illness (heat stroke) or from other
types of environmental exposure

6.  Ask whether patient started any new medications or had a recent
immunisation

7.  Ask whether other houschold members are ill or have fevers

8.  Inquire about last dosage of an antipyretic and other self-treatment
measures

9.  Past medical history should include a list of medications currently
being used, discussion of previous illnesses and diseases,
particularly any cardiac or chronically debilitating disorders

10. A complete review of systems may be needed to uncover source of
fever and to determine severity of debility due to elevated body
temperature

Fever/Children 2
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. hnpamdmmdwpulm
. Assess vital signs
2. Observe general appearance in both adults and cliildeen looking for
subtle signs such as changes in alertness
3. Observe skin for color, reshes, patechiae or purpura
Assess for signs of dehydration such as skin turgor and capillary
refill
Assess neck for rigidity
Check for lymphadenopathy
Assess for swollen joints
Often need to do complete physical examination to find localized
cervical adenitis, or pneumonia

.« a iste Lai . o
= In the majority of cases, the history and physical examination will
uncover likely causes of the fever and suggest selective diagnostic
tests, such as a throat culture, urinalysis, or chest X-ray
- 1f no apparent cause of fever is found, especially in a young chiid, may
consider the following tests for further diagnosis:
Blood count (WBC and differential)
Urinalysis
Liver function studics (SGOT, bilirubin, esc.)
Test for mononucleosis
Brucelia and Salmonclia antibody titers
Chest X-ray
- Fevers without a known cause which last longer than 10 days are
called fevers of unknown origin (FUO) and require spocialist
consultation and sm extensive diagnostic evaluation.

e Management of fever in special group of children
s  Newborn and Infant < 3months
- Must consider sepsis, meningitis, urinary tract infection, pacumonis
- Should generally be hospitalized for evalustion, observation, and
sntibiotics until definitive cause found
s Splmedommdpluems
Very susceptible to certain bacterial infections, especially

streptococeys pneurnonise

- Shouid receive high doses of peniciltia and be referred to hospital
if any suspicion of pneumococcal infection

- Should receive pneumococcal vaccine following splenectomy if st
all possible

» Jmmnme compromised child

- Very susceptible to gencralized sepsis

- Should receive prophylactic antibiotics if feverish, or in any
situation where bacterial infection is a risk (influenza, severe URIL,

ot

% N

QQOOOO

surgical procedures, dental extractions, etc.)
= Cystic Fibrosis patients
~ Very susceptible to respiratory infections
- Should receive prophylactic antibictics with any moderately severe
respiratory infection
Fever/Children 3
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- Consider referral to specialist if respiratory infection not resolving

e Treatment
=  Antipyretics — used only to help child fee! more comfortable

- Paracetamol 10-15mg/kg/dose every 4-6 hours -

- Aspirin 10-15mg/kg/dose every 4-6 hours for adults only (generally
should not be given to children because of slight risk of Reye's
Syndrome)

- Ibuprofen 2.5 }0mg/kg/dose 6-8 hours

- Give more fluid to avoid dehydration

- Take off excessive clothes

- Do not overheat the room

- Sponging with water at room temperature may may child more
comfortable

- ldentify and treat the underlying cause of fever

HEALTH EDUCATION AND PREVENTION

¢ MOST IMPORTANT - Fever helps to fight infection! Fever does not damage the
child, cause brain damage or other problems!

o Teach when to administer antipyretics and the correct time and dose, to make
child more comfortable
Instruct to ovoid overdressing.
Encourage giving of extra fluids to prevent dehydration from fever
What to do in case of child with febrile seizures

CASE STUDY

Name Fatima
Sex Female
Age 3 months

Present History:  This infant was doing well until 2 days ago started to be warm.
She has runny nose with mild cough.

Physical Exam: R.Rate 30/min pulse 120/min Temp. 38.7 C rectally. Congested

throat and normal ears. Clear chest, The rest of examination was normal apart from

mild irritability.

Topics of discussion regarding case study:

What important additional elements of the history should be asked?
What is the most probable diagnosis?

What important element in the examination should be mentioned?
What investigations might be helpful?

What is your management for this case?

G R

CRITICAL ELEMENTS FOR REFERRAL
» Presence of signs of meningitis.

o Patients with altered level of consciousness
¢ Fever lasts more than 5-7 days

Fever/Children ) 4
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o Toxic looking patients
* Fever in special group chikdren

CRITICAL ELEMENTS OF EVALUATION FOR COMPETENCE

o Proper evaluation and examination of a child with fever

® Appropriste non-pharmacologic and pharmacologic management of fever
® Appropriate patient education about fever and its management plan.

¢ Knowledge of need for referral and hospital admission

Fever/Children s
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IMMUNIZATION

LEARNING OBJECTIVES:

Identify imm ive di
Understand the principles of passive and active immunization.
Understand the national strategy and plans for immenization
Describe the risks of diseases and the advantage of immunization
Describe the common side effects and contraindication of vaccines used
Parent counseling and education in vaccination

& & 0 0 9 0

TEACHING STRATEGIES:

s Revicw the national strategy of immunization in Jordan

s Use of lecture or informal presentation for material

o Use small group discussion or role play for prevention, counseling and patient
education issues.

MATERIALS AND EQUIPMENT NEEDED:

e White board or flip chart and markers for summarizing major points

o Sample syringe, ncedie, cotton and alcohol, disposal equipment for demonstration
of vaccination

LEARNING POINTS:
. Smuﬁcmeofvmmon
Reduce the mortality and morbidity of infectious discases
= Eradication of certain diseases, such as smallpox, polio
=  Decreased transmission of other discases such as pertussis, measles, bepatitis
B
* Improvement in national economy - less health care cost caring for sick
children, less time off work of parents
¢ Forms of mumunization
& Active Immunization
- development of sensitized lymphocytes and active antibodics by giving
viral/bacterial protein, killed viral particles, or changed virus/bacterial
perticies
- protects for many years
-  Examples — polio, tetanus, diptheria, pertussis, measles
= Passive inmoaization
-  Giving preformed antibodies, from snimal or homan origin
- Protects for short period, usually months only
- Examples — gamma globulin for hepetitis or measies protection, tetanus
immune giobulin, rabies immuae globulin
s Live virus immunizstion
- Uses live, but modified, non-pathogenic (attenusted) virus/becterial
particles
- Generally must be refrigerated to preserve potency
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- Examples — oral polio, measles, varicella, orad typhoid fever
» Toxoid immunization
- Uses modified version of toxin that causes disease
- Examples — tetanus, diptheria
Review the national Program of vaccination — See Attachment for Schedule

Vaccines currently part of the national immunization program

BCG vaccine
» Protects against tuberculosis, primarily in children
» Given by intradermal injection in arm — usually produces an inflammatory
reaction and small scar
s 60 - 80% effective in preventing TB in infants, but protection decreases
significantly after 2-3 years. Much less effective in adults.
= Adverse effects
- local reaction of inflammation
- regional lymphadenopathy
Triple Vaccine —- DPT
* Protects against diptheria, tetanus, and pertussis
- Diptheria — severe bacterial pharyngitis with production of a toxin that can
affect the nerves, heart, and cause paralysis
- Tetanus - infection of Clostridium tetani, usually in deep wounds, that
produces toxin that affect nerves and cause severe muscle contractions
- Pertussis (whooping cough) — Bacteria that causes bronchitis and
pneumonia; can also cause seizures and encephalitis in children
Reguire minimum of three doses and one booster for full immunization
»  Adverse effects:
- Fever and malaise — up to 30% of children — rarely lasts more than 48
hours
- Swelling at injection site - can be minimized by using longer needle
(>35mm.) for deep IM injection
- Rarely — convulsions, prolonged crying, unresponsiveness
Oral Polio
* Protects against polio, which is a viral infection, begins in GI tract, that
eventually iead to permanent damage to long nerves of the body and complete
or partial paralysis
= Live, attenuated (weakened) virus in vaccine
*  Requires minimum of three doses and one booster for maximum public
immunity
Given by oral administration
= Adverse effects - very rare incidence of vaccine-related polio (<1 per miflion
children)
Measles vaccine (also MMR)
s Protects against measles; MMR against measles, rubella, and mumps — all
viral diseases
* Measles - 10 day course with rash, conjunctivitis, cough. Can lead to
pneumonia or encephalitis, occasional death, Mortality up to I in 300
children, higher in Africa
= Rubella - 5-6 day course with rash and mild fever. Main problem is
transmission of rubella to pregnant female in early pregnancy, which can
cause many birth defects in fetus.

immunization : 2
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= Mumps — acute viral infection of exocrine glands (parotid, ovaries, testicles)
that causes inflammation and swelling of thesg glands. Can lead to decreased

* Measles vaccine given in two doses, at 9 — 12 months, and again at 18 months.
In some countries revaccination required at 4 — 12 years of age

® MMR now given instead of single measles vaccine — main issue is incressed
cost

®  Adverse effects
- Shght pain or swelling at injection site
-  Faint rash 5-8 days after injection, with fever to 39
= No added adverse effects with combination MMR

o Hepatitis B Vaccine

* Protects against hepatitis B, but not against other forms of hepatitis (ic, A, C,
D, toxic)

= Requires total of 3 doses, first two one — two months apart, and 3™ st least 4
months later
Protection is usually lifelong

*  Adverse effects
- Mild fever and soreness s injection site

» Hemophilis B (Hib) vaccine

* Protects against Hemonhilis influcrzae type B infection — one of more
common and serious bacterial infections of children <5 years of age
- Common cause of otitis media, sepsis, epiglottitis, meningitis in children

*  Most effective when given prior to period of maximum risk (6 — 36 months of
age) - ie, beginning at age 2 months
Requires minimum of 3 doses and one booster for maximum imnunity
Not a live virus, but 2 portion of bacterial capsule recognized by immune

system

= Adverse effects
- Qccasional pain and swelling at injection site, fever

e Tetanus Toxoid for pregnant women

*  Protects against tetanus of newbom child (called in some countries the “7*
Day Discase” because many children died at one week of age with noonatal
tetanus)

* Primary goal is to increase level of anti-tetanus antibody in mother, which is
then passively transferred to the fetus

*  If mother never immunized against tetanus, must receive at beast 2 doses (0.5
mi of vetanus toxoid) during pregnancy (beginning with 4* month of
pregnancy), with subsequent doses after delivery

*  With previows tetanus immunizations, give single booster dose with each
pregnancy

* No known adverse effect of tetanus toxoid on developing fetus

Other vaccines available, but not currestly part of national immunization

program

e Meningitis Vaccine
*  Protects against the most common forms of meningitis cmme by Nigserrio

meningiditis, which is spread through droplet contact in the air
w  Sporadic infections are endemic, but can be epidemic in some African
countries and during the Haj

N



Not a live virus, but a portion of bacterial capsules recognized by immune

system

Single dose (0.5 mi subcut.) protects against 4 of most common types
Duration of immunity at least 3 years, appears to decrease after that
Currently given in situations of high epidemic risk, not routinely
Adverse effects limited to minor local pain and swelling at injection site,
rarely fever

Pneumococcal Vaccine

Protects against infection with most common types of Strepfococcus
preumoniae (currently 7 strains for children, 23 strains for adults)
Pneumococcus is commeon cause of otitis, sinusitis, pneumonia, sepsis,
meningitis, and death in both children and adults

Pediatric vaccine (7 strains — PCV) requires total of 4 doses for maximum
immunity.

Child & Adult pneumococcal vaccine (23 strains) given for high risk
individuals (>50 years old, COPD, diabetes, loss of spleen, liver disease) —
usually single dose with booster at age 65

Adverse effects — only slight pain at injection site

Varicella vaccine

Protects against varicella (chicken pox)

Is a live virus (weakened)

Primary benefit is reduced time off work for parents who must care for child

with varicella

Also decrease secondary complications of varicella — herpes zoster,

encephalitis, otitis media, secondary skin infections

Given as single dose 15-18 months of age; should not be given prior to one

vear of age

Contraindicated in patients with

- immune disorder, HIV disease, tuberculosis, pregnant, immunosuppressive
drugs, high fever

- also should not be given to children who have a household family member
with any of the above.

Should not take aspirin for at least 6 weeks after varicella unmumzatlon to

prevent rare occurance of Reyes syndrome

Adverse reaction limited to local soreness at injection site and rarely, a

varicella rash

Hepmtls A vaccine

Protects agamst development of hcpatms A {not other forms of hepatitis)

Not a live virus, but antigenic portion of virus

Given in two doses approximately 6 months apart

Most effective in regions where hepatitis A is not commontly seen in children,
ie, more developed countries

Can be given at any age, but most commonly in aduit travelers going to areas
of high prevalence, or those who work with children

Influenza vaccine

Protects against currently circulating strain of infiuenza A and/or B

Is a killed virus vaccine, not live

Because strain of influenza changes from year to vear, vaccine must be
reformulated cach year, based on “best guess™ of strains of influenza likely

immunization 4
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= Given in single dose each year to patients at high risk of complications from
influenza (age>65, immunosuppressed, HIY infection, COPD, disbetes,
chronic heart disease, sickle cell discase)

* Children less than age 9 require two doses of 0.25 ml., spproximasely 30 days
spart, for maximum immunity

*  Usually given at start of “flu season” in October (northern hemisphere)

Postponing vaccmation to later time:

=  Moderate illness with fever >38

= Note that simple URI or other minor infections are NOT a contraindication to
A

» Vaccination of special group

*  Immuno-compromised children — should not receive live virus vaccines, sach
as measles, oral polio, varicelia, May receive inactivated virus vaccines (DPT,
injected polio vaccine, hepatitis B) or passive immunization {gamma globulin)

» Splenectomised children or adults — need pneumococcal vaccine as soon as
possible after surgery

* Sickle cell anemia - need pneumococcal vaccine; should have yearly influenza
vaccine

= High risk for meningitis (ie, Haj travelers, preschool or nursery children and
adult attendants) — may require meningococcal vaccine as well as antibiotic
prophylaxis (rifampicin)

Future vaccines currently in development

* RSV vaccine - to protect against respiratory infections caused by the
Respiratory Syncitial Virus

* Rotavirus vaccine - to protect high risk infants snd children against the
diarrhea caused by rotavirus

HEALTH PROMOTION AND PATIENT EDUCATION ISSUES

Parents may need to be reminded of the value of immunization of children

* to protect them against serious diseases

s  to protect the family and community against these diseases

Counsel parents about common potential side cffects of vaccinstions - mild fever,

plinormainjecﬁonsm,delayedfevaorndnwithm

immunization.

Gmmﬁcwfordulmgmthadmsemofm-
= acctaminophen dose for fever or fussiness of child

* obscrve rash for disappesrance in 2-3 days

¢ cold compress to injection site if swollen or sore

Inform parent of time of next scheduled immunization

DISCUSSION QUESTIONS and ACTIVITIES
e (Can single antigen preparations for measles and rubcila vaccines be mixed

together?

e What groups of people is influenza vaccine recommended?

What is the schedule for meningoccal vaccine and how is it administered?
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e My patient received dose #1 of hepatitis B vaccine 3 years ago. Do I give her dose
#2 now or do I start again with dose #1?

» Select 2 volunteers to role play a typical immunization visit, beginning with the
initial encounter with parent and child (using a model doll), including
demonstration of proper injection technique, and concluding with counseling of
the parent on next visit, management of possible adverse reactions, questions, etc.

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE
Understand the principles of passive and active immunization.
Understand the national strategy and plans for immunization

Knowledge of the indications and contraindications of vaccines in general
Appropriate patient education about immunization and its side effects
Knowledge of need for special vaccines

[mmunization 6
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Describe the risks and triggering factors

Describe an effective plan management for acute asthma.

Describe an effective pian management for chronic asthma.

Understand the treatment protocol based on level of severity

Correct use of spacers and MD! in children and infants

When to refer child for acute attack

Communication with the patient and the family in understanding, control and
prevention of the disease.

TEACHING STRATEGIES:

* Review technique of use of peak flow meter in older children and adolescents.

¢ Review the principal of spacers and their uses in children

e Use of lecture or informal presentation for material, small group discussion for
prevention, coumseling and petient cducation issues.

MATERIALS AND EQUIPMENT NEEDED:

» Portable peak flow meter for each group with disposable mouth pieces.
« Different types of spacers

¢ White board or flip chart and markers for summarizing major points

LEARNING POINTS:
Introduction:
Airway inflammation plays a central role in Asthms and its management:

o Asthma is a chronic inflammatory disorder of the airways. Many cells and
celiular elements play a role, in particular, mast cells, cosinophils, T-
lymphocytes, macrophages, neutrophils, and cpithelial cells.

e Environmental and other factors provoke the airway inflammation i people
with asthma, examples of these factors include allergens to which the patieat
is sensitive, some irritants and viruses. The inflammation is always present to
some degree, regardiess of the level of asthma severity.

® Airway inflammation causes recurrent episodes in astiuna patients of
wheezing, breathlessness, chest tightness and coughing, particularty at night
and in the early moming.

o These episodes of asthma symptoms are usually associsted with widespread
but variable airflow obstruction that is often reversible cither spontanconsly
or with treatment. Airflow obstruction is caused by a varicty of changes in the
airway, including bronchoconstriction, airway edema, chronic mucus plug
formation airway remodeling. _

o [Influnmstion causes an associated increase in the existing sirway
hyperresponsiveness to s variety of stimuli, such as allergens, irritants, cold air
and viruses. These stimuli or precipitants result in sirflow obstruction and
asthma symptoms in the asthma patient.
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Diagnosis of Asthma - History and Physical Esamination
* Many causes of wheezing in the first two years of life are not related to asthma:
Bronchiolitis
Cystic fibrosis
G. E. Reflux
Foreign body inhalation
Tracheal-Esophagea! fistula
» After the first 2 years of life, asthma becomes the most common cause of
recurrent wheezing
» Asthma shouid be strongly considered if:
» The patient presents with episodic wheeze, chest tightness, shortness of
breath, or cough
Recurrent coughing or wheezing episodes are the only symptom
Asthma symptoms vary throughout the day
Symptoms worsen at night, while exercising, or in the presence of
acroallergens or irritants
Allergic rhinitis or atopic dermatitis are present
Wheezing develops with known triggering factors, such as:

¢ Infection (URTI)

s House dust mites

*  Exercise

= Smoking and other irritants
= Animals

The patient has relatives with asthma, altergy, sinusitis, or rhinitis
A physical exam reveals:

» Hyperextension of the thorax

»  Wheezing, or prolonged or forced exhalation

= Nasal secretions, sinusitis, rhinitis, or nasal polyps

= Atopic dermatitis or eczema, or allergic skin problems

However, in the absence of symptoms at the time of a physical exam does
not exclude an asthma diagnosis.

» Be aware of the following danger signs in acute asthma:
e Cyanosis
o Exhaustion
o [Inability to talk
s Silent chest

o To establish Asthma diagnosis:
o Perform an asthma-specific medical history and physical exam as noted
above
e Document by spirometry that airflow obstruction exists and is partially
reversible, i.e.:
o FEV1 is < 80% the predicted limit
o FEV 1/FVC is <65% the lower limit of normal
o FEV1 increases > 12% and at least 200 mL after use of a short-acting
inhaled beta2 - agonist (i.e., salbutamol).

Asthma
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o Older adults may need to use oral steroids for 2-3 wecks before taking
the spirometry test to measure the degree of reversibility achieved.
Chrénic Bronchitis and Emphysema mey coexist with asthma in adults.
Children younger than 7 years may not perform appropriste
spirometry.

» Exclude aitemative diagnoses ( for example; vocal cord

vascalar rings, foreign bodics, other pulmonary diseases), using additional

tests if necessary.

Management of chyosic asthms
(NOTE: management of acute respiratory distress from asthma is described laser)

L.

Define Goals of management:
o Prevent chronic asthma symptoms and 2sthma exacerbations during day and
night:
* No sleep disruptions
®* No missed school or work
*  No visits to the Emergency department
* No hospitalization
o Maintsin normal or near-normal activity, including exercise and other physical
o Achieve normal or ncar-normal lung function
o Ensure patient satisfaction with the asthma care received
o Significantly reduce or climinate attacks and enhance long-term prognosis by
ensuring that the patient takes anti-inflammatory medicines regularly

Assess the severity of asthma according to the following classification:
Classification of ctwonic Severlly: Clinical Featuras Belore Treatment

Day with “Nights with PEF or
Symptoms Symploms FEVa*
Mild <2 symptomaftic
intermittent episodesivesk <2 nights/month >30%
Mg 3-8 symplomaiic
Persistont episodesivesk 3-4 nights/mondh >80%
Moderale
Persistent Dadly sympioms >5 nights/month >80%- <al%
Severe
Persisiant Continual symptoms Frequent <80%

* percent predicted values for forced expirsiory volume in 1 second (FEV1) and
percent of parsonal best for peak expiraiory fiow (PEF) {relevent for children & years
old or older who can use thess devices).

Noses:
= Patients should be sssigned 10 the most severe siep in whick any festure occurs
*  An individual’s classification may change over time
o Patiext at any level of severity of chronic asthna beve mild, svoderste or severe
cxacerbations of asthma. Some paticnts with imermitient asthma experience severe and
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life-threatening exacerbations separated by long periods of normal tung functions and no

symptoms

*  Patients with two or more asthma exacerbations per week (ie., progressively worsening

symptoms. That may last hours or days tend to heve moderate-to-severe persistent asthma

3. Develop management plan for long-term contro! based on severity classification,

as follows:

For all levels of severity

{ Use short acting inhaled B2 agonist (salbutamol or
albuterol inhaler) as needed with other long-term
contro! medications (1-3 puffs every 4 hours)

Step 1: mild intermittent
asthma (<2 symptomatic

! No daily medication needed
| Use short acting inhaled B2 agonist (sa!butamol or

episodesiweek) - albuterot) as needed (1-3 puffs every 4 hours)

Step 2: mild persistent . One daily medication :

asthma | Anti-inflammatory drug

. , » Low-dose inhaled corticosteroid (40 megm. 1-
(3-8 symptomatic 4 puffs/day)

episodes/weak)

e Cromolyn (Intal) or nedocromil (Tilade).

also be considered in patients 12 years or
IJ older. OR

Sustained —release theophylline tc serum
concentration of 5-15 (but not preferred therapy)

o Zafirlukast (Accolate) or Zileuton (Zyflo) may

i Step 3: moderate persistent
| asthma

!
i

| (Daily symptoms)

One daily medication :
! ® Medium-dose inhaled corticosteriod. (80
[ mcgm. 2-4 puffs twice daily)
| OR
Two daily medications:
¢ Low-to-medium dose inhaled corticosteroid
AND
* Long-acting bronchodilator especially for
night time symptoms (Salmeteral (serevent),
sustained-release theophyiline or long-acting
82 agonist tablets).

Step 4: severe persistent
asthma

(continual symptoms)

Three daily medications:

+ High-dose inhaled corticosteroid (80 mcgm.
4-5 puffs twice daily)
| AND
¢ Long-acting bronchodilator (Salmeteroi,

sustained-release theophylline or long-acting
82 agonist tablets).
AND

» Oral corticosteroid in dosage of 0.25 ~ 1 mg
per Kg per day with the dose generally not
exceeding 60 mg/day

Asthma
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Forrapidlywmmg Begin oral corticosteroid (Prednisolone) in dosage of
symptoms of asthma st any | 1-2 mg/kg/day
AND

leve] of severity (emergency

treatment) Increase dosages of inhaled short acting 82 agonist

4. When patient has been symptom free for over 2 months, consider “Step Down
Therapy™

o

Graduzally reduce or “step down™ long-term control medications aficr several
weeks or moaths of controlling persistent asthma when goals of asthma
therapy are achieved.

Inhaled steroids may be reduced about 25% cvery 2-3 months until the lowest
dose required to maintain control is reached.

Continuous atternpts should be made 1o reduce daily use of oral steroids when
asthma is controlied. For paticnts who are taking steroids daily on a long-term
basis, refermal or consultation or care by an asthma specialist is recommended.
Maintain patients on the lowest possible dose or oral steroids (single dose
daily or on alternate days.

Use high dosesofuﬂmled steroids to eliminate or reduce the need for oral
steroids.

5. Reduce effects of specific allergens on a patient with persistent asthma:

Identify specific allergens to which patient is exposed

Determine and confirm sensitivity to the allergens

Method: skin or in vitro tests, medical history

Obtain agreement with the patient to begin one or two simple control measures
Follow up with patient, adding control measures afier the first ones are

Provide a small supply of oral Prednisolone for emergency home use.

Give a spacer device (Volumatic / Nebuhaler) and MD! of 2 agonist.

If the child can use a peak flow meter, make sure that they have one and
understand how to interpret the results. Give them a target PFR below which
they should seek help.

Tell them of the danger signs, which should make them seek help
immediately. (inability wo talk, poor color, exhaustion)

Make sure that the child and parests know how to use a spacer device

H wot available, use the “open mouth” techuique of the MDI, as follows:

Remove the cap, hold the inhaler upright and sheke it

Tik your head back slightly and exhale

Put the inhaler 4-5 cm. away from your epen mouth

Press down on the plunger and take a full, deep, slow bresth dwough the mouth
Hoid your bresth for 10 seconds, then exhale siowly throngh your mose

Wait 15-30 secaonds before taking next pufl’

Rinse your wouth aflervard 3o prevent possible fungal infection

Keep mouth piece clean

130




7. Schedule regular monitoring and followup visits every 1-6 months, with spacing
dependent on level of control of the asthma and understanding of the patient and
parents, because:

» Asthma symptoms change over time, requiring changes in therapy

e Patients’ exposure to precipitants of asthma will change

¢ Patients’ memories and self management practices will fade with time
reinforcement, review, and reminders are needed.

Elements to include in each monitoring visit:

o Organize a system in the office to make each visit effective

o Give patient an assessment questionnaire to compiete in the waiting
room

o Have patients come back to the office more often, especiatly in the
beginning, in order to provide time for assessment and patient
education

o Use nurses and office staff to do some of the tasks like checking the
patient’s inhaler technique and peak flow numbers before the patients’
see the doctor

o Identify patient’s concerns about asthma & expectations for the visit

0 Assess achievement of the patient’s goals and the general goals of

asthma therapy :
* prevent chronic asthma symptoms and asthma episodes during
day and night

= maintain normal activity levels
= have normal or near-normal lung function
» be satisfied with asthma care received and the level of control
o Review medication usage and skilis in using inhalers and peak flow
meters correctly
0 Use the patients’ own personal best peak flow as the standard against
which peak flow measurements should be compared
o Use the same peak flow meter and , when needed, replace with the
same brand
o Teach patients to measure peak flow fist thing in the moming before
medications
s adrop in peak flow below 80% of personal best indicates a
need for added medications
= adrop in peak flow below 50% of personal best indicates a
severs exacerbation

PREVENTION AND HEALTH EDUCATION MESSAGES
¢ When possible, immunize against pneumococcus, and yearly against influenza
+ Discontinue all smoking in the house of the patient and avoid smoke filled arcas
s Avoid known allergens or asthma triggers when possible

o Dust

o Mold

© Animals with fur in the house
¢ Reinforce the following messages with each monitoring visit:

0 Asthma can be managed and the patient can live a normal life.

Asthma
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0 Asthma can be controlied when the patient works together with the medical
siaff. The patient plays a big role in monitoring asthma, taking medications,
and avoiding things that can cause asthma episodes.

o Asthma is a chronic lung disease characterized by inflanmstion of the
airways. There may be periods when there are no sympioms, but the sirways
are swollen and seasitive to some degree all the time. Long- term anti-

0 Many things in the home, school, work, or elsewhere can cause asthma attacks
{e.g., secondhand smoke, allergens, irritants). An astiuna attack (also calied
cpisodes, flare-ups, or exacerbations) occurs when airways narrow, making it
harder to breathe.

0 Asthma requires long-term carc and monitoring. Asthma cannot be cured, but
it can be controlied. Asthma can get better or worse over time and requires
treatment changes.

Emergency Management of Acute Exacerbations

Goals for treating asthma exacesbations are rapid reversal of airflow obstruction,

reduction in the likelihood of recurrence, and correction of significant hypoxis.

»  Assess patient's peak flow or FEV1 and administer medications upon patient’s
arrival without delay.

¢ Administer short-acting inhaled beta2—agonists (salbutamol or albuserol
inhalation) and supplemental oxygen to patients who have signs & symptosms
of asthma. Subcutaneous epinephrine or terbutaline are NOT recommended
but can be used if inhaled medication is not available.

e Oxygen for most patients to maintain Sa02 > 90% (>95% in pregnant
women, infants and patients with coexistent heart disease). Monitor oxygen
saturation until a significant clinical improvement has occurred.

o Short-acting inhaled beta2—-agonists (salbutamol or albuterol inhalation) every
20 to 30 minutes for three treatments for all patients. Ounset of action is sbout
5 minutes. Subsequent therapy depends on response. Subcutancous beta2-
agonists (salbutamol or albuterol) provide no proven advantage over inhaled

+ Oral steroids (dose of 1-2 mg/kg to & maximum of 60 mg) should be given ©
most patients, such as those with moderate-to-severe exacerbations, patients
who fail to respond promptly and completely to an inhaled beta2-agonists
(salbutamol or albuterol), and patients admitted into the hospital. Oral steroids
speed recovery and reduce the likelihood of recarrence. Onset of action is
greater than 4 bours. Often  a 3-to-10- day course of oral steroids at discharge
is uscful.

o Assess the patient with a severe exacerbation afier the first dose and the third
dose (about 60 to 90 minutes after initiating trestment) of short-acting beta2 -
agonists.

e Evaluate the paticnt’s subjective response, physical finding, and lung fumction.
Consider arterial biood gas measurement for evaluating arterial carbon dioxide
(PCO2) in patients with suspected hypoventilation, severe distress, or with
FEV1 or peak flow < 30% of predicted after trestment.

o Patients can be discharged from the Emergency Department or hospital when
peak flow or FEV1 is > 70 % of predicted of personal best and symptoms are
minimal.
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Before Discharge Provide Patients with the following:

» Sufficient short-acting beta2-agonists (salbutamol or albuteroi inhaler) and
oral steroids to complete course of therapy or to continue therapy until follow-
up visit. Patients given oral steroids should continue taking them for 3 to 10
days.

¢ Written and verbal instructions on when to increase medications or return for
care.

» Training on how to monitor peak flow

¢ Training on necessary environmental control measures and inhaler technique,
whenever possible

e Referral for a follow-up medical appointment

CRITERIA FOR REFERRAL OF PATIENTS TO THE HOSPITAL

Central cyanosis (lips, face)

Decreased responsiveness to stimuli

Silent chest on auscultation (no air movement audible)

Unable to drink or talk

Peak Flow meter< 50% of best or ideal peak flow

Respiratory distress that does not completely improve with emergency treatment

CASE STUDIES AND EXERCISES

For each of the following patients, indicate the correct classification of asthma (ie,
mild intermittment, mild persistant, moderate persistent, or severe persistent}, and the
most appropriate treatment:

1. Fatima — 6 years old, currently taking no medicines
Night cough for past 3 months, difficulty breathing after walking fast or running,
noted to have rapid and difficult breathing at least 2 4 times each week.
Currently RR 24, no visible difficulty breathing. Chest sounds coarse rhonchi
and mild bilateral wheezing ,
a. What is the classification of asthma for this patient?

b. What treatment should you prescribe for this patient?
2. Ahmad - 12 years old, currently uses an salbutamol inhaler occasionally
Only complaint is occasional chest tightness and cough when running, usually not
more than once or twice per week. Salbutamol inhaler gives good relief of
tightness and cough.
a. What is the classification of asthma for this patient?

b. What treatment shouid you prescribe for this patient?

Asthma
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3. Jihan — 10 years old, currently using salbutamol inhaler 2 -3 times daily, but still

complaining of chest tightness and cough.
She is currently showing some difficulty breathing.
RR - 24, using neck muscles slightly in respiration. No cyanosis. Chest sounds —
bilateral wheezing and rhonchi
a. What is the classification of asthma for this patient?

b. What treatment should you prescribe for this patient?

Ali - 3 years old. Currently using no medications. Developed UR] with clear
nasal mucous, occasional cough, and mild fever 3 days ago. Yeswerday his cough
increased and respiratory rate increased, but he did not appear ill.
Temp. - 37.5, RR - 24, no ¢yanosis, no difficulty breathing, active and plavful.
Chest, occastonal wheezing, no rhonchi or rales

a. What is the classification of asthma for this peticnt?

b. What treatment should you prescribe for this patient?

CRITICAL ELEMENTS OF COMPETENCE FOR EVALUATION

Correct diagnosis and classification of severity of asthma

Use of Peak Flow for older children

Use of spacer or correct open mouth technique for inhaler

Appropristc management of acute and chronic asthma, depending on classification
of severity

Appropriste patient education about asthma and its management plan.

Knowledge of need for referral and hospital admission
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O How to Use Your Metered-Dose Inhaler

First, it's important to make sure the canister holds enough
medicine. Check the label to see how many inhalations are in

each canister. Throw away the canister when you have used
90% of the medicine. This means that if the canister holds 100
inhalations and you use 10 inhalations a day, you should throw
that canister away on the 10th day and start a new canister. You
can mark a calendar every day to keep track of the inhatations

you have used for each canister.

Steps for using an inhaler

1.

Remove the cap, hold the inhaler upright and shake the
inhaler.

Titt your head back slightly and breathe out all your air.
Don't force the air out.

Hold the inhaler one to two inches from your open mouth,
as shown in Picture A. Picture A shows the right way to
use most inhaiers. Picture B shows how to use an inhaler
with a spacer. Spacers are useful for all patients. They
are very helpful for young children and older adults. They
are aiso helpful to use with inhated steroid medicines.
Picture C shows a method for people who can't use A or
B.

Press down once on the inhaler to release the medicine
as you start to breathe in slowly {this is a “puff’).

Breathe in slowly for three to five seconds. The slower
you breathe in, the more medicine will go into your lungs.

10
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6. Hold your breath for 10 seconds to allow the medicine to
go desp into your lungs.

7. Repeat puffs as directed by your doctor. Wait one minute
between puffs to aliow the next puff to get into your ungs
better. Note: inhaled dry powder capsules are used
differently. if you use a spacer, wash it and the
mouthpiece once a week.

(Furnished for educational use only. Reproduced witk permission from
American Family Physician. Copyright € AAFP. All Rights Reserved.)
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RESPIRATORY INFECTIONS IN CHILDREN

LEARNING OBJECTIVES:

M&Wdimmwﬂmw
Deveiop an effective treatment plan for respirstory infections, with appropriste
use of antibiotics.

Identify high risk groups that need referral to & specialist or hospital
Understanding the impact of the disease on the child, parents, and the community.

TEACHING STRATEGIES:

Review the anatomy and the physical examination of the upper and lower
respiratory system.

Use of lecture or informal presentation for material

Use small group discussion or role play for prevention, counsciing snd patient
cducation issues.

MATERIALS AND EQUIPMENT NEEDED:

White board or flip chart and markers for summarizing major points
If available, pulse oximeter to demonstrate oxygen saturstion measurcment

LEARNING POINTS:

Introduction

= Acute respiratory tract infections (ARI) are one of the most common camses of
deeth in children in developing countries. They are responsible for more than
4 million deaths that occur in children under five years of age cach year. Two-
thirds of these deaths are in infants. 30-50% from the out patient clinic
patients and about 30-40% of child hospital admissions are caused by ARI.

* Pncumonia cases estimated 10 be one from each fifty ARI cases, and the
mortality rate from pneumonia among children is 10-20%.

* In Jordan 33% of outpatient and primary health care visits are AR] cases.
About 28% from pediatric hospital admission are ARI cases. 21% of deaths
among hospitalized children under 5 were from ARI (pneumonia).

Acute lower respiratory infections include:
* Ppeumonia

e Bronchiti

s Bronchiolitis

Respirstory Infection in Children 1
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a
b.

C.

d.
e. What is the Vaccination history?

C.

d.

Danger signs of a respiratory infection

Difficulty breathing

Rapid respiratory rate for child’s age
Inabitity to drink

General deterioration or toxicity

Evaluation of repiratory infection — Essential questions of history

. Is the child complaining from a Cough, and the duration?
Can the child Drink?
Does the child have a Fever?

Has the child had Convulsions?

Evaluation of respiratory infection — Essential elements of physical examination
a.
b,

Calculation of Respiratory Rate
Check for Chest Indrawing
Listen to Chest Wheezing
Listen 1o Stridor

Management of respiratory infection — Different presentatwns in children age 2

months to § years

Child with Common cold or Rhinitis:

Typical Case: Aliisa 3 year old boy who was less active in play than usual 3
days ago, and that evening began coughing occasionally. He has had a very
runny nose for 2 days, with occasional coughing after running, and decreased
appetite. He is taking fluids well.

Examination: He looks well. Temp - 37.5, RR- 20, P - 88. No difficulty
breathing or chest indrawing. Chest - no wheezing, rales, stridor.

Typical Symptoms of coid:
- Cough, but NO difficult breathing
- No Increase in Respiratory rate
- Nochest indrawing
- No danger signs
Managmem of child with cold or rhinitis;
Mother can take counseling and education on home care.
- No antibiotic needed,
- Give remedy fluid, like: Lemon with honey, or fruit juice
- Give antipyretic if child has a fever

Child with mild to moderate pneurnonia:

Typical Case: Nisreen is a 4 year old girl who developed & typical cold 4 days
ago, with mild cough, sore throat, and fever. However, the past 24 hours her
cough has become more severe and frequent and is awakening her from sleep.
Her appetite is decreased, and she is fussy and does not want to play.
Examination: She looks somewhat ill, with frequent coughing. Temp. - 38.5,
RR - 28, P - 92. She is taking fluids well, has no obvious difficulty breathing
or chest indrawing, has normal color. Chest - no wheezing, but few coarse
rales and rhonchi in the right chest.

Typical Symptoms:

Respiratory Infection in Children 2
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Give Antibiotic to be used at home.

a. Erythromycin 15 mg/kg/dose given three times daily for 7-10 days OR
b. Amoxiciliin 20 mg/kg/dose given three times daily for 7-10 days

- Mother can take counseling and education on home care.

- Come back after 2 days for follow up.

*  Child with severc pncumonia:
Typical Case: Mohammad is a 2 year old boy who began 10 become more
fussy 2 days sgo, and was noted to have a high fever that evening. Today he
is not cating at all, although continues to take fluids. He vonited twice in the
past 6 hours but has had no diarrhea.
Examination: Looks ill, very fussy, moderate congested cough. Temp. —39.5,
RR -~ 44, P - 110. Moderate indrawing of chest is noticed with respirations.
Chest — very noisy with bilateral rhonchi and a few rales, no wheezing

Symptoms:
- Cough or difficukk breathing

- Giwve first dose of the Antibiotic

a. Procaine Penicillin 600,000 to 1,200,000 Units IM

b. Cefiriaxone 50 mg/kg. in one dose IM

¢. Ampicillin 50 mg/kg in one dose IM or by mouth

= Refer to the hospital immediately

- Referral form should include; assessment, findings, reason for refesral, and

» Child with severe illness, possibly sepsis:
Typical Case: Fatima is a 4 year old girl who had mild cold symptoms with a
runny nose and sore throat 1 week ago. She appeared to improve somewhat,
but the past 3 days she has had intermitiently a high fever. She has refasod all
food for the past 2 days, has vomited 4 times, and is now too sleepy to drink
fluids. She has had no convulsions. She is the 6* child of a family of 8
children.
Examination: Looks very thin and ill. Very sicepy and cries weakly oaly
when examined or disturbed. Mouth is dry, no tears are noted when crying.
Temp. - 39, RR — 44, P — 120. Neck shows no stiffness, Chest — bilsteral fine
rales and some wheezing. Abdomen is thin with persistant skin fold after
pinch test.
Symptoms: .

- Cough and difficulty breathing PLUS any of the following danger signs:

- Inability to drink

- Convulsions

- Abnormally sleepy- difficult to wake

Respirstory Infection in Children 3
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- Malnourished

- Stridor i

Management of severe ill children:

- @Give the first dose of Antibiotic:
a. Ceftriaxone 50 mg/kg. In one dose IM OR
b. Ampicillin 50 mg/kg in one dose IM or [V OR !
c. Procaine Penicillin 600,000 to 1,200,000 Units IM

- Refer to the hospital immediately i

- Start IV hydration if hospital transfer cannot be immediately arranged

- Referral form should include; signs, findings, reason for referral, ;
medication received i

» All children less than 2 months of age with respiratory infection should be
referred to specialist or hospital for evaluation and observation

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES
Al mothers or caretakers are counseled for the following key messages: i
+ Child nutrition

» Continued breastfeeding and proper nutrition. :
» Increase the amount of food after recovering i
* Clean the nose with warm water

Give more fluids than usual

Teach home remedy fluids preparation and usage, such as lemon juice with honey
Keep child warm

Return back immediately if:

a. Difficulty breathing

b. Increase in respiratory rate

c. Inability to drink

d. General deterioration

e Wamn of dangers of exposure to passive smoking

CASE STUDY

Name of patient Ahmad

Sex Male
Age 2 years i

Present History He was doing well until this morning where he found by his
sister blue with coughing in the kitchen. On arrival health
center after 10 minutes he appeared to be normal except for §
moderate tachypnea. He was noted to be feverish, coughing
and appeared to be somewhat short of breath.

Physical exam, Resp. Rate - 55/min, Temp. - 39C. :
Throat — mildly red, but no exudate. No adenopathy in the i
neck
Auscultation of lung - Right sided crackles
Heart - normal

Topics of discussion regarding case study:
1. What is current problem in this patient?

Respiratory Infection in Children 4
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2. What important additional elements in the history should be asked?
3. What is the next step in the management of this patient?
4. What is the most important step in management of this patient?

CRITICAL INDICATIONS FOR REFERRAL

Age less than 2 months.

Signs of respiratory distress or moderate tachypnea

Failure to improve with appropriate therapy after 2-4 days

Severe or complicated pneumonia

History of cystic fibrosis or severe asthma

Immuno-compromised patients (AIDS, corticosteroid therapy, leukemia,
lymphoma)

CRITICAL ELEMENTS OF COMPETENCE FOR EVALUATION

» Proper diagnosis of upper and lower respiratory tract infection.

* Appropriatc non-pharmacological and pharmacological management of

* Appropriate patient education about respiratory tract infection, and its
management plan.

+ Knowledge of need for referral and hospital admission

Respirmory infection in Children
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ACUTE OTITIS MEDIA

LEARNING OBJECTIVES:

Diagnose acute and chronic otitis media correctly.

Describe the risks of otitis media if not treated properly.

Describe the predisposing factors of otitis media.

Develop an effective management plan for otitis media

Understand when 1o refer

To teach trainees how to use otoscope in diagnosis of otitis media properly and
follow up

e Family education

® & o ¢ = @

TEACHING STRATEGIES:

¢ Review the technique of examination of the ears by otoscope.

¢ Use of lecture or informal presentation for matenal

¢ Small group discussion or role play for prevention, counseling and patient
education issues.

MATERIALS AND EQUIPMENT NEEDED:

e Otoscope with different sizes of cups —one for each group 1o do demonstration for
ear examination..

o White board or flip chart and markers for summarizing major points

LEARNING POINTS :
¢ Pathophysiology
= Qtitis media always associated with blockage of Eustachian tube and
collection of fluid behind T™M (Tympanic Membrane — eardrum)
s Retained fluid behind TM (effusion) becomes infected, creates inflammation
and edema of middle ear space and TM
= Once infection suppressed with antibiotics, resolution of effusion requires
average of 4-12 weeks more.

¢ Significance of otitis media on general health of the patient
s Effect on hearing of active otitis media
o Average hearing decreased by 20-40%
o  Words muffled, not clear
= Effect on leaming and behavior
o Since child does not hear clearly, may not listen to teaching
o Can result in apparent bad behavior, because child cannot understand
parent’s instructions
» Effect on speech
o [f hearing decreased during time of speech formation (age 9 months - 2
years), speech may be abnormal

Acute Otitis Media
Revised Sept. 2003 1
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¢ Predisposing Factors

Congenital disorders such as cleft palate

Active or passive smoking

Family history of otitis media (narrow Eustachian tubes)
Immune-compromised patient (leukemia)

Bottle feeding of child, especially in supine position rather than sitting

e Review correct diagnosis of otitis media

Nommal color of TM (Tympanic Membrane — eardrum)
Check the mobility of TM
Presence of effusion (fluid behind TM) or not

» Differential diagnosis of otitis media

Otitis Externa

o Painful on ear movement

o Canal inflamed — may extend to periphery of TM

o TM still mobile, not bulging

o May have palpable post-auricular node

o Treated with local cleaning and antibiotic drops

Bullous Myringitis

o Often seen in older child (>5 years old)

o Clear or hemmorhagic bullae on TM

o May be associated with cough and bronchitis (often Mycoplasma
pneumoniae infection)

o Treated with antibiotics specific for Mycoplasma (erythromycin, sulfa)

Foreign Body

0 Usually seen on otoscopy

o Removal depends on availability of instruments, suction, skill of operator,
age of child

TMI Syndrome (in older children & adults)

o Pain referred to ear, but point tenderness over TMI

o Pain on eating or opening mouth

o Often history of injury, “pop” of TMJ, malocclusion of teeth

o Treat underlying cause, local heat and anti-inflammatories

e Clinical evaluation of otitis media

Important efements of history

o Length of symptoms (pain, crying, pulling at ear, fever)

o Associated symptoms (URI, rhinitis, allergy, cough)

o History of previous episodes of otitis media (more than 3 previous
episodes in past year places child at high risk for chronic otitis)

Important element of physical examination

o Vital signs, including resp. rate and temperature

General activity level (does child appear to be ill)

Eyes, conjunctiva (associated conjunctivitis)

Ears (TM, mobility, check hearing with tuning fork in older children)

IMPORTANT - Not all red TM are otitis — red TM can be caused by

crying or screaming! Must try to see if TM mobile or not — most reliable

indicator of effusion and possible infection

o Mouth and throat (associated URI, tonsiltitis)

(== o -]

Acule Otitis Media
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Neck (adenopathy)
Chest (possible associated bronchitis or pneumonia
Heart (possible murmer)

*  Type of otitis media
0 Acule — recent onset. acute pain and fever, often associsted URI or allergy

0

Chronic — previous episodes of otitis, recent episodes of otitis that may not
have resolved, decreased mobility of T™ with effusion without significant
symptoms (painless otitis)

= Laboratory investigations usually not necessary

» Possible Complications of Otitis, especiatly inadequately treated otitis
= Acute otitis may convert to chronic otitis with persistent fluid behind TM
{effusion)
Mastoiditis (spread of infection to bone of skull) with possible meningitis
« Perforation of TM, with possible chronic open TM

¢+ Treatment Protocol
s Goal of treatment - eradication of infection and clearance of fluid behind T™M

* Management strategy

0

Use of antibiotics to clear acute or chronic infection

- Amoxicitlin - 25-30 mg/’kg/dose for 3 doses/day for minimum of 5
days

- Cotrimoxazole — 12 mg/kgidose for 2 doses/day for minimum of §
days

- Cefaclor — 10 mg/kg/dose for 3 doses/day for minimum of S days

Use of Decongestant - pseudoephederine or nasal spray decongestants

shown to have VERY LITTLE effectiveness in most cases

Use of Antihistamines — have little or no effect on resohution of otitis —

should NOT be used except in cases of associated allergic rhinits in older

children

Followup of otitis extremely important — at a minimum, child should be

seen in 4-6 weeks 1o confirm resoiution of inflammation and especially

resolution of effusion (fluid behind TM is gone. and TM mobile again)

If effusion persists more than 2-3 months, should be referred to specialist

for further followup

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES

¢ Consider ofitis in any ill child with predisposing factors noted above

o Encourage cessation of smoking in houschold

s Advise avoiding folk remedies

¢ Instruct the patient to retum to clinic if symptoms have not been markedly
improved in 48 hours

CRITERIA FOR REFERRAL TO SPECIALIST

Recurrent ear infection or more than 3 episodes/year

Hearing loss

Chronic or persistent infection with persistent effusion (immobile TM)
Evidence of purulent ear discharge (perforated TM) or mastoid inflammation

Acute Otitis Media
Revised Sept. 2003 3
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CRITICAL ELEMENTS OF COMPETENCE FOR EVALUATION
Correct diagnosis of acute and chronic otitis media

Correct examination of the ear

Appropriate antibiotic management of acute and chronic otitis media.
Appropriate patient education about otitis media and its management plan.
Knowledge of need for referral and hospital admission

CASE STUDY

Name: Nadine
Sex: Female
Age: 10 months

Medical history This girl was seen at health center by G.P5 days ago, because
of unusual crying, irritability and fever. She was diagnosed acute otitis of left ear and
amoxacillin was given. Next day pus discharge noticed. Fever persists and the patient
started to have vomiting, poor feeding

Physical exam. R.Rate 40/min Temp. 39C. Pulse 110/min

She was irritable and drowsy. Left ear full of pus. Right ear normal. Throat was
congested and hyperemic. Chest, cardiovascular and abdominal examination was
within normal.

Topics for Discussion regarding case study:

1. What is the most important step in the management of this patient?

2. What important additional elements of the examination should asked?
A What is an appropriate plan of management of this patient?

Acute Otitis Media
Revised Sept. 2003 4
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SORE THROAT

LEARNING OBJECTIVES:

e Describe the diagnostic differences between non-infectious, viral and
streptococcal pharyngitis

e Develop an effective management plan for sore throat, with appropriate use of
antibiotics.

o Identify high risk groups that need referral to a specialist or hospital

TEACHING STRATEGIES:

o Review the anatomy and the physical examination of the mouth and throat and
associated regions
Use of lecture or informal presentation for material

e Use small group discussion or role play for prevention, counseling and patient
education issues.

MATERIALS AND EQUIPMENT NEEDED:
e  White board or flip chart and markers for summarizing major points

LEARNING POINTS:
e Pharyngitis or tonsillitis one of the most common diagnosis in Health Centers in
Jordan
= Prospective study done by 30 Health Team Trainers in Jordan, July 2001
* 14,600 patients seen, and 4400 patients diagnosed with “respiratory infection’
e Ofall patients with “respiratory infection™, 64% had diagnosis of either
tonsillitis or pharyngitis
= Of those diagnosed with URI, pharyngitis, or tonsillitis (patients with sore
throat), 83% were treated with antibiotics
» Note that according to most study data, only 25-35% of these patients should
have received antibiotics for presumed or suspected bacterial pharyngitis.

13

e Common causes of sore throat
» Infectious causes, with frequencies seen in U.S.

Infectious Agent Approx.
Frequency

Virus 50-80%
Group A f Streptococcus 5-35%
Infectious Mononucleosis 1-10%
Chlamydia or Mycoplasma 5%
prieumoniae
Haemophilis influenzae B 1-2%
Other infectious agents <1%
(candida, etc.)

{data from Sloane, Slatt, et al, Essentials of Family Medicine, 3™ edition, 1998, Williams and Wilkins, pp. 624)

Sore Throat
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Non-infectious causes

- Gastroesophageal reflux

- Post-nasal drainage secondary to allergic rhinitis
- Acute thyroiditis

- Persistent cough

* Probability of Group A P Strep and infectious mononucleosis changes with age of

child

P Infection ' Age { Probability !
| : 0-4 i 15%

i Group A B Strep ] 5-9 L 34%
| ¢ 10-19 16% !
. Adult : 9% ‘

0-4 L <]%

Infectious mononucleosis 5-14 i 1-2%
15-24 P 5-10%
Adult \ 2% |

(data from Sloane. Slatt, et ai, Essentig!s of Famity Mediaine. 3™ ediiion. 1998, Wtharms and Wilkkms. pp 624)

Differential diagnosis of child with sore throat - common symptoms and patteras
) Vlral URI or pharyngitis

Most common cause of sore throat — up to 80% of all cases of sore throat

Onset of symptoms over 1-2 days

Sore throat described as mild to moderate pain, “scratchy”™,

May have low fever, usually < 38.5 C.

Associated with other viral symptoms, such as runny nose, cough

Throat (pharynx and tonsils) may be mildly red and inflamed, usually no

exudates on tonsils

Caution - children often have “white spots™ (epithelial inclusion bodies) on

tonsils - these are normal finding, and are not exudates

Management — symptomatic treatment

- Paracetamol as needed for malaise and fever

- Frequent warm liquids

- Throat lozenges for symptomatic relief

- In older children (>$ vears) may use decongestant such as
pseudoephedrine - 1-2 mg/kg every 6 hours

- Caution - antihistamines may reduce runny nose, but are too drying —
increased risk of secondary sinusitis. They should be avoided in simple
URLI, unless allergic rhinitis also present

. Group AB ﬂmaccal pharyngitis

More common in young school children than any other age group

Usually rapid onset of symptoms over 24 hours or less

Sore throat and pain on swallowing is most common feature, although some
children may complain more of malaise, abdominal pain, or neck pain
Usually very few associated respiratory symptoms such as cough or runny
nose

Sore Throat
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* Look for 4 key symptoms and signs:
a. Fever>385C.
b. Tender. enlarged cervical lymph nodes
c. Purulent exudates on tonsils
d. Absence of cough
* Probability of Group A 8 Streptococcal pharyngitis with these signs:

f Number of above Probability of Strep i

signs Infection !

1 5-9% o

2 12-15% :

i 3 27-40% ]
i 4 55-65% 1

* Treatment of high probability streptococcal pharyngitis (3 or 4 signs)
- When possible, confirm with a throat culture
- Treatment with antibiotic reduces symptoms by only 1-2 days, but reduces
transmission of B Strep. to others, and risk of rheumatic heart disease
- Antibiotic choices
- Preferred - Penicillin G (phenoxymethyl penicillin) 250mg four times
daily for 10 days, or 500 mg three times daily for 10 days.
- Benzathine penicillin ~ 1.2 million units IM in single dose
- If allergic to penicillin — erythromycin 400 mg. Three times daily for
10 days
- Altemate - azithromycin for 3 days, or cephalosporin
¢ * Caution - use of amoxicillin can lead 10 severe rash if patient actually has
infectious mononucleosis
* Penicillin or erythromycin treatment by mouth must be continued for 10 days.
even when symptoms resolve quickly - to reduce risk of rheumatic fever
* Antibiotic treatment does not reduce risk of post-streptococcal
glomerulonephritis
* Can give one dose of dexamethasone 10 mg, IM or by mouth, for severe sore
throat pain (recent studies documenting safety and effectiveness except in
immunocompromised children)
= Watch for possibility of peri-tonsillar abscess - especially in children with:
- severe pain on swallowing
- inability to open mouth (trismus)
- high fevers
- bulging tonsil on one side
- Should be referred for aspiration and drainage.

¢ Infectious Mononucleosis

s Most common in adolescents and young adults, but can be seen in young
children and adults

* Caused by Epstein-Barr virus

« Incubation period generally 1-2 weeks after exposure (usually unknown
exposure)

= Symptoms and signs of infectious mononucleosis:
- begin with moderate to severe sore throat, and fever
- tonsils are often enlarged and inflamed, with exudates
- cervical lymph nodes are usually enlarged and somewhat tender

- often spleen is enlarged and palpable

Sore Throat
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- signs and symptoms often confused with streptococcal infection initiaily
»  Acute pharyngitis usually subsides spontancously by 5-7 days, and is replaced
by fatigue, malaise, and lack of energy
* Secondary phase of malaise and lack of energy can last 4-16 weeks
* Resolution of fatigue is slow and gradual, but recovery complete in young
people
» Diagnosis of infectious mononucleosts:
- Must have a high suspicion for this with sore throat, especially in
adolescents
- Often patients treated as strep. infections with antibiotics, but develop
fatigue and lack of energy as throat pain subsides
- Throat culture for § Strep. usually negative, although strep infection and
mono may occur together
- Differential count and blood smear shows increased lymphocytes. with
increased numbers of atypica! lymphocytes
- If infectious mono suspected, can confirm with “Monospot™ test (rapid
antigen test for heterophile antibody}
- Note ~ Monospot test is reliably positive only after first week of iliness -
can be falsely negative in first 5-7 days of illness
- Liver function tests may also be abnormal for first 1-2 weeks (increased
AST (SGOT) and alkaline phosphatase.
= Management of infectious mononucleosis:
- No specific treatment known
- Must counse] patient and family about prolonged pericd of fatigue, but can
anticipate full recovery with time
- Activities can be adjusted to match patient’s level of energy - generally
able to do some activities in early moming, but fatigue worsens as day
progresses
- Must avoid contact sports {football, rugby, etc.) for first 2-3 weeks of
illness because of risk of spleen rupture, even if spieen not grossly
enlarged
= Currently there is very conflicting data on roie of Epstein-Barr virus in chronic
fatigue syndrome, but it appears to be very rare.

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES
All mothers or caretakers are counseled for the following key messages for children
with sore throats:
¢ Most sore throats are not improved by taking antibiotics
* Most sore throats will improve spontancously with simple home remedies, but a
child with severe sore throat or fever should be examined by the doctor.
» Give more fluids than usual, preferably warm fluids
Teach home remedy fluids preparation and usage, such as lemon juice with honey
for URI
o If antibiotics given for suspected or proven streptococcal pharyngitis, they must be
taken for 10 days even though patient is often better in 24 days.
¢ Retumn back immediately if:
a. Difficulty breathing, opening mouth, or swallowing
b. Persistent fever after 2 days of antibiotics
¢. Rash is noted
d. Persistent fatigue or weakness is noted

Sore Throat 4
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CRITICAL INDICATIONS FOR REFERRAL

Age less than 2 months,

Difficulty breathing or moderate tachypnea

Failure to improve with appropriate therapy after 2-4 days

Difficulty with swallowing or inability to open mouth
Immuno-compromised patients (AJDS. corticosteroid therapy, leukemia,
lymphoma)

CRITICAL ELEMENTS OF COMPETENCE FOR EVALUATION

e Proper differentiation between signs and symptoms of URL, strep. pharyngitis, and
infectious mononucleosis

» Knowledge of the 4 key signs of § Strep. pharyngitis

e Appropriate non-pharmacological and pharmacological management of each of
the major causes of sore throat
Appropriate patient education about sore throat, and its management plan.
Knowledge of need for referral and hospital admission

Sore Throat
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URINARY TRACT INFECTIONS (UTI)

LEARNING OBJECTIVES

s  Describe the risks of UTI especially in yvoung children

» Discuss the symptoms of UT] in different age groups

s Diagnose UTI correctly

* Develop an effective treatment plan for UTI. including long-term prophylaxis
when appropriate

TEACHING STRATEGIES
» Use lectures and informal presentation in defining UT1, diagnostic techniques..
¢ Small groups discussions for counseling and parental education

MATERIALS AND EQUIPMENT NEEDED
s White board or flip chart and markers
+ Radiographs showing complications of UTI

LEARNING POINTS
» UTIl is one of the most common causes
of unexplained fever in children Vdeg Soeies
s UTl is the cause of up to 15% of Procnephels
unexplained fever in girls less than i
2 years of age
» Significance of UTI (especially T~
recurrent UTT) in children 1
* UTT in children is usuaily Rurdisomee
pyelonephritis (infection of .
kidney), and not just limited to 1 l
urinary bladder (cystitis) riypermrmmn Awral sunlowcy
s Can lead to kidney scarring, L |
hypertension, and ultimately renal
failure Ervi-elage rensl dasmme

* Most severe forms of kidney
scarring occur in children less than 2 vears of age

s UTI should be suspected and investigated with urinalysis and possible culture n
ANY child with a fever or iliness not easily explained by another reason

¢ Clinical presentation of symptoms depends on age of child:

Newbora | Iafauts & Preschoolers School Age Childres
Janndice Diarrhea Vomiting
Sepsis Failure to thrive Fever
UT! 1
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Failure to thrive Vomiting Bad urine smell

L

Vomiting Fever Abdominal and flank pain
Fever . Bad urine smell | New onset incontinence
; ! Abdominal and flank pain ' Frequent urination - small
! _; amouints 1
New onset incontinence  : Painful urination ]-
- Urgency of urination |

Common causes of UT1 in children

*  Most common abnommality is vesico-ureteral reflux (urine reflux from bladder
into ureter and kidney)}

a  Alsg associated with bladder or ureteral diverticulae, dilated ureters.
duplication of urinary coliecting system. partial obstruction of urethra in males
Poor hygiene in chijdren (poor cleaning after bowel movement)

*  Voluntary retention of urine (not voiding when appropriate)

» Tub baths with bubble bath, especially in females

Because of high incidence of congenital abnermalities and urine reflux in

children, must refer to specialist for evaluation in following circumstances:

® UTI in any child less than 5 years of age

= Recurrent UTI (greater than 3 episodes’vear) in females over 5 years of age

* Any UTI in a male over 5 vears of age

Urine should be collected for urinalvsis and culture if UT1 is suspected

= Urine must be analyzed on fresh specimen to be reliable ~ transport of urine
with delay of over 2 hours results in bacterial growth and unreliability of
analysis

» Urine bag ~ easiest, but most unreliable because of contamination with skin
and bowel bacteria

s (Catheter - very reliable, but may be difficult 10 obtain in health center

* Clean voided specimen — generaliy reliable and easy, but must have older.
cooperative child

» Suprapubic aspirate — very reliable. but requires special technique of
aspiration

Presence of nitrite, or > 10 WBC (leukocytes), or 4+ bactenia in fresh urine is

relatively good indication of UT]

Management of UT!

UTl

Confirm UTI with culture and sensitivity when possible. Bacteria may be
resistant to multiple antibiotics

If child has systemic symptoms (fever, vomiting, dehydration, abdominal pain) -
refer to hospital for evaluation and treatment

if child has no severe systemic sympioms (termperature <38 C., no toxicity, no
vomiting) with UTI, begin treatment with antibiotic and recheck in 48 hours

s Amoxicillin 25 mg/kg/dose for 3 doses per day

» Cotrimoxazole 12 mg/kg/dose for 2 doscs per day

* (Cefalexin 15-25 mg/kg/dose for 3 doses per day

Repeat urinalysis (and culture if possible) in 2 - 3 weeks to confirm resolution of
UTi
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s Recurrent UTI (>3 episodes in one year) or presence of congenital urinary tract
abnormalities or urine reflux — should consider long term sntibiotic prophylaxis to
prevent recurrent infections

= Cotrimoxazole 6 mg/kg/dose for one dose at bedtime for minimum 3-6 months

= Nitrofurantoin

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES

Alert parents to possible UTI in any febrile episode

Education regarding symptoms of UTI in older children

Proper local cleaning especially in girls

Motivate parents and patients to give long-term prophylaxis when indicated
Need for continual followup in children with UTI, especiaily in females, because
UTI may persist even in absence of symptoms such as fever or pain

CRITICAL ELEMENTS FOR REFERRAL

Age below § years

Recurrent UTI (>3/year) in a female over age 5

Any UT] in a male over age 5

Significant genitourinary anomalies are suspected

High fever, toxic or ill appearing, vomiting or dehydration

Uncentainty about diagnosis or inability to obtain urine specimen for analysis
Persistent bacteria in urine after appropriate antibiotics

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE
« Symptoms of UTI in children, by age group

« Potential risks of untreated or recurrent UTI

» Indications for prophylactic, long-term use of antibiotics in UT]

« Indications for referral for further evaluation and management

CASE STUDY

Sarah is 3-year old girl presented 10 the health center with vomiting, fever, frequent
urination and abdominal pain for 16 hours. On examination, Sarah looked ill, her
temperature was 39 C. and the right costophrenic angle was tender to palpation. This
is the first episode of this type.

Topics of discussion regarding case study

1. What is the most likely diagnosis?

2. How could you confirm the diagnosis?

3 Should Sarah be referred to hospital?

4, Does Sarah need further investigations?

UTH 3
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c.

What interventions can be done to decrease the long term effects of this
problem?

2. Hypertension

a.
b.

What are the long-term effects of this health problem?
How can persons with this problem be identified at the earliest stage (ie.

What screening can be done?)
What interventions can be done to decrease the long term effects of this

probfem?

3. Automobile accidents

a,
b.

What are the long-term effects of this health problem?
How can persons at risk for this problem be identified at the earliest stage

(ie. What screening can be done?)
What interventions can be done to decrease the long term effects of this

problem?

4. Anemia in women

a.
b.

What are the long-term effects of this heaith problem?
How can persons at risk for this problem be identified at the earliest stage

(ie. What screening can be done?)
What interventions can be done to decrease the long term effects of this

problem?

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE

s Describe the basic elements of family health care?
» List the most significant elements of preventive health care?

Family Health Care Mode! and Principles of Preventive Health Care
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INTRODUCTION TO WOMEN’S HEALTH

LEARNING OBJECTIVES:

Define reproductive health and its elements

Describe external and internal female and male penital sysiem
Understand ovarian and menstrual cyvele

Recognize common problems of adolescence

Understand the importance and procedures of premaritai examinalion and
counseling

s Understand the process of conception

TEACHING STRATEGIES:
¢ Review the definition, elements. and anatomy of reproductive health
e LUse graphic material to present repreductive anatomy
s Large group discussion

MATERIALS AND EQUIPMENT NEEDED:

«  Overhead projector and transparencies
¢ Diagrams or transparencies of fematce and male reproductive anatomy
e Flipcharts
*  White board and markers
LEARNING POINTS:

e Definitton of reproductive health (WHQ)
» ]s astate of complete physical mental and social weil-being and net mereh
the absence of disease or infirmits in all matters related 10 the reproductive
system in its functions and process

e Elements of reproductive health
= Safe motherhood:
- Artenatal
- Safe delivery
- Postnatai
Infant and chiid health
Family planning services
Heaith information, education, communication
Counseling
Earty detection of reproductive system cancer
Early detection and management of STD's, HIV infection
Management of reproductive morbidities
Management of infertility
Health of women in menopause
Gender Issues, Reproductive rights. involvement of men
Adotlescent Health

Introduction of Women's Health
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¢ Anatomy of female reproductive system
= (See attachment 1, use diagrams or pictures to illustrate anatomy)

» Ovarian and menstrual cycle
= (See attachment 2 for graph of cycle and relationships between FSH. LH,
estrogen, progesterone, and physiologic changes)

» Puberty and adolescence

»  Puberty is part of the developmental process that involves development of
the body, hormonal changes, attitude and psychological changes

= Recognized in the female by:
- Development of breast tissue
- Growth of pubic hair
- Beginning of menstrual cycle
- Changes in body structure
- Average age — 12-13 yrs., normal range — 11-13 vrs. (should be

evaluated if no menses by 16 years)

= Recognized in the male by:
- Enlargement of the testicles and penis
- Growth of pubic and axillary hair
- Changes in voice and body structure
- Occasionally, by temporary enlargment of one or both breast nipples
- Average age — 13-14 yrs., normal range - 12-16 vrs.

¢ Preconceptional and premarital counseling and examination

* Important concepts of Sexuality, Marriage and Parenthood:

- Sexuality: A child’s sex education is going on all the time. She must
be educated about body changes, where babies come from, changes of
puberty and starts to masturbates

- Marriage and parenthood: Marriage can provide companionship, a
guaranteed sexual outlet, domestic service and to opportunity for joint
parenthood

- Preparing for parenthood: Preparing for health pregnancy, prevent any
reproductive disaster before happening.

» Pre-Conceptional/Premarital Counseling
- Diet:

o Bread and cereals: whole grain cereals and bread provide
carbohydrates tiber, minerals and vitamins
o Fresh fruits and vegetables, especially for folic acid
Protein foods: (meat. fish, eggs)

o Dairv Products: Fresh milk contains vitamins and fatly acids which
are destroyed by process such as drying and sterilization. A well
baianced diet should contain sufficient vitamins and minerals for
daily requirement

o Consider taking a folic acid supplement (0.4mg/day) and Vitamin
D supplement (if covered) during reproductive life

- Weight:

o Pre-pregnancy weight can have an important bearing on pregnancy
outcome. If the women is underweight there is evidence of an
association with fetal abnormality and low birth weight. The

<
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overweight women increase risk of complication of pregnancy
hypertension and risk to her own health

o Use the Body Mass Index as a guide:
- Less than 2@ - Underweight
- 20-27 - Desirable
- 27-30 - Moderate obesily
- Over 30 - Severe obesin

Exercise and relaxation

Avoiding hazards:

0 Smoking: There is higher rate of spontanecus abortion. congenitai
abnormality and feta! and neonata! death.

¢ Alcoho!l: It is now recognized that alcohol consumed in pregrancy
can damage the fetus

o Drugs: It must be taken according to doctor’> order. This include
self medication such as cold cures, painkillers. antacids and
laxatives and use of psvchotropics

o Infections: Immunization for Rubella for school girls s ven
important

Premaritai/Preconceptional Examination

Should be encouraged to detect Ligh risk conditions

Shouid be done for both male and female

Begin with past history and family history: focus on poter:ial genetic
conditions such as consanguineous marriages, birth defects. congenital
conditions (thalessemia. hemophilia, porphyuria, eic.}

Immunization history, especially rubelia and d7 for the female
Previous sexual history, if applicable (especiathy for the malel. or
history of STD

Menstrual history in the woman - regular or irregular, age of
menarche, presence of menstrual abnomalities such as severe pain.
heavy flow

Brief physical examination. especially of blood pressure. weight.
height. BMI. heart. lungs. hepato-splenomegals. limph nodes

Health Education/Counseling

Discuss and counsel regarding possible contraceptior: and beneftts of
birth spacing

Advise beginning folate supplementation for woman — 0.4 mg'day. and
vitamin D supplement if covered

Advise regarding hazards of smoking, drugs, alcohol when applicable
(as discussed earher)

Answer anv questions that may arise

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE:
Definition of reproductive health

Anatomy and physiology of reproductive health

Adolescence .puberty and common problems

Premarital and preconceptional education and counseiing

Introduction of Women's Health
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ATTACHMENT 1

ANATOMY OF FEMALE REPRODUCTIVE SYSTEM

External Genitalia:
Vulva ( Interior of urogenital triangle of the true perineum is covered by the external
genitalia and other structure. It is extending from the monus pubis to the perincum.

Mons Pubis:
The soft faity tissue covered with pubic hair. which lies on the top of the pubic bone

Labia Majora:

Are fold of skin with under lving deposit of fat. the lateral labial surfaces are
pigmented and hairy. The inner are smooth and contain many sebacecus glands and
sweat giands

Labia Minora:
Are two cutanous fold lying within the labia majora. enclosing the urethral and
vaginal orifices

Clitorus:
Small structure, firm, rounded at the top of the vulva .1t is composed of erectile tissue
and blood vessels

Hymen:
it is formed of connective tissue covered by squamous epithelium, relatively thin and
nonvascular

Bartholin gland:
The two bartholin glands are similar to the bulbourethral glands in the male. but lie
superficial to the perineal membrane

The Internal Genitalia:

Vagina:

Muscular canal that leads from the vaginal opening, it is usually mcasures between 3-
6 inches in length.

The vaginal opening is called the introitus, through which vaginal discharge comes.

The uterus (womb)
A thick walled muscular hollow organ, shaped like a pear. In the nullipara it
measures;
« Exterior (7.5 cm)
Thickness {2.5 em)
Length of the interior cavity (6 cm.)
Thickness of muscle wall (1.2 cm.)
Weight (45-55 gm)

The parts of the uterus are the body (fundus). the isthmus, and the cervix.
The uterus is maintained in position by four pairs of ligaments and indirectly by the
pelvic floor.

Introduction of Women’s Health
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The upper two thirds of the uterus is calied the fundus or bods. whike the lewer one
third makes up the cervix

The endometrium liring the body of the uterus is made of columnar epithelium. s
stroma is made of connection tissue cel.. It is 2lso a rich source of prostaziandin, The
myaemetrium or mascle coat consists of three lavers: an inner circular faver. a thich
intermediate layer and an outer longitudmal laver.

The aduexa (fallopian tubes) are attached to the uterus, extend from the ovaries to
the uterus. one on either side. The length of each tube is 10 centimeters.  The opening
of the faliopian tube next to the ovary is funnei shaped wuth many finger-like fimbrac.
called the ampulla.

The ovaries are solid. almond shaped structure each abou: 5 centimeters jong 1 ¥
centimeters wide. and 2 centimeters in thickness. They are located on cach side of
uterus below the fallopian tubes Cross section show that the ovan is roughh divided
into a vascular center and an outer cortex consisting of several thewsand colls nhich
eventually mature into eggs.

Introduction of Women's Health
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ATTACHMENT 2

Female Menstrual Cycle
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ANTENATAL CARE

LEARNING OBJECTIVES

¢ How 10 identifv the mother and baby at risk for complications in pregnancy or
delivery, and what to do to minimize that risk
Develop competence in the initial histors ané examination ol the pregnan! woman
Understand the protoco! for folowup of the pregnant woman

® Describe the common potential prebicms and complications of prezaancy . and
their maragement.

e Understand how 10 appropriaiely educate the patient about the impernani 1ssues
throughout her pregnancy

TEACHING STRATEGIES

s Use lectures 10 present main points

e Use smali group discussion or role play to present patieni educanan issuss

o Discuss the Case Study

s Have participants present several of their own case histories of pregnancies. and

practice risk assessment (using the avached form) in smal! group:

MATERIALS aND EQUIPMENT NEEDED:

s White board or flip chant and markers for summarizing major points

s Overhead Projector. Transparencies

LEARNING POINTS

¢ Imporance of antenatal care in normai and abnormal pregnancies
* ldentifv the patient at risk for compiications. and to minimize thal risk when

possible

= Reassure the woman when all is well with her and the bab
»  Begin the process of education regarding her health and that of the babs
* Begin the discussion of planning for the birth and care of the newbern
» [nitiate discussion of birth spacing methods

s Initial Visit Protocol - History

s Patient profile: name. address. highest level of education achieved.
occupation, and emergency contact.

= Husband's profile: highest level of education achieved. occupation.

= Risk factors: age of mother. number of children. and space between children.

= LMP and Estimated Date of Delivery (EDD} I1 the pregnant womar: dees not
know when her last menstrual period was. recommend using ultrasound to
determine the EDD

«  Menstrual regularity, lactation, use of contraception in the past. gravidity,
parity, abortions, pre-term deliveries, still births

* Mode, place. and date of previous deliveries.

» QOuicomes and complications of previous pregnancies (e.g.. full term nomal
healthy baby, stillbom, cesarean section. hleeding spotting during pregnancy).

Antenatal Care
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* Time of initial quickening during current pregnancy (Normal - 16-18 weeks
for multiparas; 18-20 weeks for primiparas).

Any symptoms or complaints during current pregnancy.

Medications taken during pregnancy

Smoking history

Fetal movement.

Risk of pregnancy should be determined following initial visit, and
subsequently re-assessed throughout pregnancy (normal or high)

- Use attached Coopland risk classification table (attachment 1}

+ Initial Visit Protocol: Physical Examination
= Confirm diagnosis of pregnancy
- By missed menstruation in otherwise normal cycles
- Typical changes in breasts and evidence of pregnancy on pelvic exam
- Pregnancy test
a. Urine B-HCG most accurate on first morning specimen, and within 7-
10 days after missed menstrual period
b. Ifinitial uring pregnancy test negative, confirm with second test 7 days
later
c. Serum pregnancy test (B-HCG) accurate within 10 -12 days of
conception, or approximately date of next menstrual period
v Weight
- Should be measured at each visit
- Measure height at first visit in order to determinc the body mass index
(BMI) using the BMI calculator/wheel.

BMI= Weight (ke)
[Height (m)]?

- Use an adult scale to weigh the client:

¢ Balance should be accurately adjusted at zero on flat level.

o Light clothing without shoes.

o Total weight gain during the entire pregnancy should be determined
according to the client’s BMI at the initial visit.

- Most woman gain an average of 9-12 kg during pregnancy. Note that
there has been no good evidence that weight gain is a significant risk
factor.

Blood Pressure

- Record results and underline in red if deviated from normal. Range of
normal: 80/60-140/90. If BP is higher than 140/90, and does not come
down after rest, refer for medical management.

HEENT

- Inspect face for puffiness; conjunctiva, tongue for color; mouth for
cavities.

- Palpate (feel) thyroid for enlargement

* Breast

- Inspect the breasts for symmetry, condition of nipples (flat, inverted).

-  Palpate breasts for lumps

Chest

- Auscultate (listen to) heart and lung sounds.

Antenatal Care
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= Extremities
- Inspect fingernails for color. hand for swelling {ability 1o remove ningsi.
feet and legs for swelling (an impression or dent when pressed by vour
fingers).
- Check reflexes, tap knee with reflex hammer. {f woman'’s leg jerks VERY
briskly and quickly. refer in the presence of high blood pressure.
Back
- Tap the back over the kidney for signs of tendemess. It pain. chesk for
other signs of urinary tract infection.
Abdomen
- Inspect the shape. ssmmetry. and for fetal movemeni.
- Look for evidence of previous abdominal surgery. such as C-Section
- Listen for fetal heart tones (120-160 beats per minute).
- Palpate the fetus using the technique described in ~Attachment 3: Lie &
Presentation.”
Pelvis {(wher specific vaginal or pelvic complaints exist) Note that pelvic
examinaticn is no! routinely required at the initial evaluation.
- Steps of Pelvic Exam (Anachment 9)
Step 1: Perform exienal genital inspection
Step 2: Perform internat inspection (speculumi
Step 3: Perform external genital palpation
Step 4: Perform intemnal palpation (bimanual)
Step 5: Perform rectovaginal palpation

s Appropriate iaboratory and other investigations

= Urine for glucose, protein at each visit.  Microscopic exam, culture and
sensitivity (when indicated for suspicion of infection)

» Haemoglobin and PCV at first visit. 2™ trimester and 9" month.

* Blood type and Rh tactor at {irst visit {See Artachment 7 for management of
Rk issues)

=  VDRL at first visit

= Random blood sugar at {8 weeks. Refer for standardized post-glucose test or
3 hour glucose wlerance test if greater than 133mg '1G(m], as seer in
Attachment 8

s Hepatitis B and rubella antibedies (recommended)

s Vaginal smear if necessary for abnormai discharge

s Ultrasound scan for determination of fetal size or abnormalities when indicated.
Note that ultrasouind scanning is not routinely recommended for normal.
uncomplicated pregnancies without any of the following indications: (Sce also
Attachment 6)
= Assessment of bleeding or pain in early pregnancy.
= Diflferential diagnesis of troublesome vomiting.

* Estimation of gestationa! age if otherwise uncenain.

s In mothers who have large or smail newborns {for gestational age) in past
pregnancies.

»  Monitor fetal growth in high-risk pregnancies.

»  Assessing placental site, or identifying the source of antenatal bleeding or
hemorrhage.

» Examination of the fetus when the risk of congenital anomaly is high.

Antenatal Care 3
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«  Determination of fetal presentation it i< unclear from the abdominal
examination.

o Followup antenatl visits:
= Freguency of visits: fn normad pregnaney. the RECOMMENDED frequency
is as follows:

= Forthose patienls who are unable 1o comply with the number o recomimended

L'pto 28 wecks
28-30 weehs

After 36 weeks

=2 Once evers 4 weeks
=2 Pyery 2 weeks
> Weekly

visits, the MINIMUM number of visits recormunended by the WHO ix 3.
distributed as follows:

e

' First Visit

| Second Visit

Third Visit

l Fourth Visit
i

:i Fitth Visit

s High risk patients should be seen more frequently, every 2 weeks till 28 weeks

[ *  Counsel about importaice of postparium care

then weekly till detivery with the physician,

Antenatal Care
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During each visit:

- blood pressure

- weight

- urine for sugar. protein and acetone.

- abdominal examination for fetal size and well being

- fetal heart tones and movement (not less than 10 movements in 12 hours)
- any probiems since last visit (vaginal discharge, bleeding. edema. etc.)

- Appropriate patient and family education as noted below.

PATIENT AND FAMILY COUNSELING

During the course of each pregnancy. the following issues should be discussed.
ideally with both the patient and her husband: (See Anachment 2 for more
complete details)

Bathing and personal hygiene

Birth spacing counseling

Bowel habits

Breast care and breastfeeding (Lactation) counseling
Care of teeth and gums

Childbirth education

Ciothing

Common complaints and symptoms of pregnancy
Danger signs during pregnancy

Drug education and classification of drugs
Exercise

Physiology of pregnancy

Fetal movement

Follow-up visit schedule

Health hazards to pregnant women and infants: smoking and alcoho}
Immunizations during pregnancy

Nutritional advice

Physiology of labor

Postnatal care

Psvcho-social problems

Relaxation and sleep

Sexual relationships

Travel

Warning signs of pre-term labor

Work during pregnancy

Divide information over the course of antenatal visits giving information when it
would be most relevant.

Information needs to be repeated or assessed throughout the course of the
pregnancy.

e Build on information previously given.

¢ Avoid giving too much information at one time.
If you may sce the woman only once, choose the most important information 1o
give her.

Antenatal Care
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CASE STUDIES

L

IL

Amina, 35 years old. G6 P4 Ab2, attended the antenatal clinic on 5 March,
Her LMP was on 23 November 1999; Her EDD is on 30 August 2000. The first
three babies were delivered normally at term; she had two abortions in the first
trimester followed by evacuation of the uterus. Last baby was delivered by
caesarian section for abnormal vaginal bleeding at 35 weeks gestation. She is
diabetic for the last 2 vears and on oral hypoglyvcemic drugs.

Topics for discussion regarding this case study
a. Using the Antepartum Risk Assessment Form, what is her level of risk
with this pregnancy?
b. What is an appropriate plan of management for this patient at this point?
¢. What counseling issues would be most appropriate for this patient at this
point?

Fatima is 24 vears old, G2 P1 Ab0 who comes to the antenatal clinic at 12
weeks of pregnancy for the first prenatal visit. The first baby delivered normally
at term and was 3.6 kg. She has no complaints at present, and her examination is
normal.

Topics for discussion regarding this case study
a. Using the Antepartum Risk Assessment Form, what is her level of risk
with this pregnancy?
b. What is an appropriate plan of management for this patient at this point?
¢. What counseling issues would be most appropriate for this patient at this
point?

CRITICAL ELEMENTS FOR REFERRAL

Patients classified as high or very high risk on Coopland risk assessment form
Increase in the blood pressure

Bleeding or abnormal vaginal discharge

Severe anemia

Medical illness as diabetes, hypertension, thyroid disease, heart disease ete
Rh isoimmunization

Poly or cligohydramnios

Fetal growth retardation or abnormally large uterus (twins, polyhydramnios)
Patients needed abdominal delivery

CRITICAL ELEMENTS FOR EVALUATION OF COMPETENCE

Proper conduction of antenatal and postnatal care

Appropriate investigations necessary at the booking and postnatal visits.
Appropriate patient education regarding breast feeding, contraception, smoking,
sexual activity

Contraception and birth spacing

Knowledge of need of referral.

Antenatal Care
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Attachment 1

Antepartum Risk Assessment Form:

Patient File Number Age .
Gravida
Abortion LyP EDD L
! Reproductive RS  Medical or RY%  Present RS
History ' Surgical . Pregnanch
. History e
, Age I Previous 1 Biceding
<t6or =33 . pynecalogic <M} wezks !
surgery >2Cwechs 3
Ist visit > 20 1 Chronic renal i Anemiz i
WREKS ; _ diszase <iign B3¢w,
Pann =0 i Dizabetcs 3 Postmaurit: i
Parity > 3 2 Chronic 3 Hyvperter:or 2
L . hypertension e
Abortion =2 ] Cardiac disease 3 Prematurc z
roptire of
membranes
History of j Qestational ! lige or Poh 2
infertilin diahetes (A} hyCramriou:
i Aptepartum of ! Epilepsy ! Intrauterine 3
- Postpartum Growth
bleeding ______ PRetardavon
Infart =4kgs t Pevehiatric t Muodipiy 3
__ probizm Pregnancy _
Infant <2kgs 1 Ciner significant Asnorm., (ial 3
medical positicn
discrders (score
r 1-3 according to
‘ severity ) o o _
. Toxemiaor ! Rh- 3
hypertension L ssehmmenzzneT
i Previous C- 2
Section . e
* Abnormai or 2
. difficult iabhor
ColumaTotai XXXXXXN  XXXNXNN

Total Score (Tcia! of thrve co:unns' -

* Low Risk: €-2 High Rizk: 3-6
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Attachment 2 — Patient Education Guidelines during Pregnancy

1. Bathing and Personal Hygisne

e There is no objection to bathing during pregnancy: it is encouraged.

» Advise taking extra precautions not to slip or fall when bathing or showering
near the end of the pregnancy.

» Tub baths at the end of pregnancy may be not advisable, as the heavy uterus
usually upsets the balance of the pregnant woman and increases the likelihood
of tripping and falling in the bathtub. Advise using a shower or pouring water
over the body.

» Advise washing breasts daily with a soft cloth and wearing a supportive bra.
Avoid massaging nipples during washing.

e Advise cleansing external genital daily, wiping from front to back. especiallv
if vaginal discharge is present. Change underwear frequently. and if possible,
use cotton underwear.

2. Birth Planning
Counsel the client and her family to think ahead and make plans for when the
client will need to come 10 the facility to give birth. Waiting until the last minute
will only add additional siress to a very exciting period. Guide clients in
discussion to consider the following and take appropriate actions:
* How far from where vou live is the facility where vou will give birth?
+ How will vou get there? Who wilt go with vou?
o [f you have to leave home during the night, who will care for the children?

If yvou have to use public transportation:

+ How much will it cost (transportation casts)? How can you save the amount?

o Will the transportation be available at night? How will you get in contact with
transportation?

3. Birth Spacing Counseling
Introduce client to family planning and its purposes during the second trimester, using
health education talks, pamphlets and posters, and videos. During the third trimester,
counsel! the client regarding all available methods. This will be particularly important
for women wanting immediate postnatal ITUD insertion or immediate postnatal
voluntary surgical contraception. Counseling should continue afier delivery until the
mother is discharged and provide her chosen method. if appropriate.

Emphasize to the client that the recommended interval for spacing of children is a
minimum interval of at least two vears.

¢ Birth spacing is vital for maternal health and child survival. Benefits of birth spacing
are:

Gives the mother time to renew nutrient stores.

Reduces the risk of death and illness of the mother and infant.
Promotes the health of the entire family by ensuring a healthy mother.
Saves lives.

cC o 00

Antenatal Care 8

225



4. Bowel Habits

During pregnancy. bowel changes may accur due to sluggishness of the intestinat
tract caused by the effect of progesterone and pressure from the growing uterus. The
following changes may be observed:

o Constipation (comman). due to genermized relaxation of smodth muscle and
compression of iower bowe! by the uterus. I is charactenized ™ discomion
caused by passage of hard fecal material.

e Bleeding and painfui smali tears may deveiop in the swallen and vascular recial
mucous.

¢ Development of hemorrhoids.

Tell the client that. to avoid these problems. she should:

¢ Increase water intake (eight glasses per day i drink prune uice: take warm water
or hot fluids upon waking.

e Pay close attention 1o bowei habits; go to the toilet when vou feel the urge. Take
sufficient quantities of fluid. vegetables. and fruits with their skins. 1o increase
dietary fiber,

* Engage in reasonable amournit of daily exercise (e.g.. brisk walkingi.

e Take stool sofiener prescribed by provider with plenty of water.

5. Breast Care and Breastfeeding {Lactation) Counseling

Avoid nipple stimulation (touching. ruhbing) and massage since it ¢an proycke
contracticns

Counsel the client on infant feeding during the third trimester. using client materials
and videos cavering the advantages and behayiors of successiu! breastieeding and
care of the breasts. Review breastfeeding preparation messazes at the 367 week of
gesuation. Breastfeeding is vitat for child survival. maternal hea'th. and hirth spacing.
Introduce or reinforce LAM criteria and optima! breastfeeding practices.

] "~ LAM Criteria

. A woman can use LAM if she answers “No™ to ALL of these quzstions: v

» Is vour baby 6 monihs old or older?

# Has vour menstrua! period retumed? (Bleeding ir the first 8 weeks pestnatally
does not count.)

» Is your baby taking other foods or drink or allowing lorg peneds of fime (dor -
more hours) without breastfeeding. cither day or night” E

[f the woman answers “Yes™ 1o any on¢ of these questions, she cannot rely on LAM f¢
prevention of pregnancy, but she can continue to breasttecd her haby while usinga
method of contraception that will not interfere with lactation. ’

6. Care of Teeth and Gums

o Encourage the impontance of daily care and brushing of the teeth afier meals.

Antcnatal Care 9
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¢ Encourage the daily drinking of milk and eating dark, leafy vegetables to prevent
loss of calcium and loss of teeth.

+ Pregnancy does not prevent dental care; it is required during pregnancy to prevent
serious infections.

¢ Encourage dental visits when needed.

7. Childbirth Education
During the second half of pregnancy, provide information about preparation for labor
and birth, the proper place and who will attend the delivery, preparation of baby’s and
mother’s clothes, care of newborn, breastfeeding, care of other familv member, in

order to:

s Help the mother and family take a decision about the appropriate place of
delivery.

¢ Promote hospital delivery and delivery by trained health professionat (doctor and
midwife).

¢ Promote breastfeeding.
Explain these processes to the mother and her family:
o Process of labor.
Process of birth.
Labor relaxation techniques.
Comfort and support measures by those staying with the woman.
Postnatal care/infant care.

O 0 G O

See also “Attachment 10: Preparing the Pregnant Woman for Labor & Delivery.”

8. Clothing

The ciothing worn during pregnancy should be practical and non-constricting,.
Well fitting supporting brassieres indicated.

Contracting garters should be avoided.

Low-heeled shoes are recommended,

. o @

9. Common Complaints of Pregnancy
Many discomforts are expected in pregnancy, which are related to cardiovascular
changes, hormonal effects, uterine growth, and the change in body posture.
After investigation to rule out a serious pathologic condition, treatment may be
directed 10 symptomatic relief.
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Table 1. Common Complaints of Pregnancy.

‘Sgemplaint " What Yo Teil the Client ) "1 Provider Managément -

4 e A i i mm e _ b
Constipation o  Inorease scur water iMake ¥ posseit eal @ Lounse recenion o
higr-fiber foods. and Laie Jdiatis exergise. » Proscrine pea o ool multiHownd
o L semildianauves as 21280 reseont. sMetamusiT L Lactooese L Darnaay -

® Spgeeai md anathoioans LR cimer
MEELINA NS LALSS

Headache e takemiid painreiiversi ez, p;m.;ciam? e Ikiermine nalthe “eddidie s ™ 2
Avoud aspirin. Danger Sign oo N
e Inform provider T pain DeCcOomes severe. s (Migr perelclame Panalol Renonire
A mg everns 33 noans

LN (VAW R 4 hetls Foll M
codeifie oF Cino TeLai S T
used.

Remember: noaiiore (oo Mo assacaied with
(LA et RN

LN TS

Backache * Avodevcessive "231\'.'?:"':_:_ Wi, o o (o < e AT oo
waiking withoui a res? peniad
o Rock pehvic pericdicalis during the aa: ior Remember: mo ymoiama v
relier. Sflaror ndinde haoKa .
e Wear suppontive. low-Rezicd shoes.
s [fscvere. wear  matermis gindle for
additienat support.
o Heat or ice to buch tor relich winchover o
more comforting.

Dhandonset

Nausea and »  Larsmadl rieais Teguenihy Keeporacsers » Counsed anvsui SO0 MRASESS

vomiting at bedside and vat betore getting ouf of how Kat e Prosae Vaom.n Bal 30 g eoge Gails.
truct or drink {rutt juice peiese going 1o sleen e [Fsimpiors are s ere, fefer jor passible
o Avoid aiiy. spicy foods respitaiization 253 inravennas Nekdk

o (et out 0! bed siowly, Medicanons 102 management moy inciude
¢ Symproms should not exiend besond the - AMecloring, ponsihazing
{irs: three months: il severc ang persister:. see - +Phenenans
vaur healtk care provider. - Diphenkadrinnne (Beaadn i
- Oiher ant:hrstamimes
Rirh detects =ave v hoem associated
[P L TTT At VUL LTI

Varicusities ¢  Elevate icgs periodicaliy Juring e day . & Presemibe SUPPOn Dose. As NOCCSSEry.
s Wear support hose (elevate leps belore o Refer i7vanicosines are severe amd
pulling or. hose [or maximum supperty. painfui
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; hing. +
Pegmphiint.: ~ |

<

What'to Teltthe Client " "~

by

| ProviderManagement ™ -

.

1
I
i
|
|
i

Vaginai
discharge

.o Cleanse genizalia daily. Wear cotton

underwear.

e Use light sanitary pads if discharge is
heavy,

*  Avoid vaginal douching.

© & fdischarge develops with itching.
. irritation or foul odor. see the nres ider as soon

as possible for treatmen:t.

- o Ifnot intection, counse, for genial

hvgiene,

*  With svmptoms of infection. treat
. aceording o guidelings or rerer for treatment.

rLLeg cramps

“ e During cramping, suwaighten leg slowls

with the heel pointing and the toes upward or

' push the heel of the foar against the footboard
* of the bed or floor, if standing.

e Exercise daily to enhance circulation.

- e Flevate legs periodicalty througihout the
. day,

;  Take caleium tablets daily, Eat caleium

. rich foods such as dairy and dark green teafy

. vegetables

e Prescribe Calciam carbonage or calcium

lactate tablets

10. Danger Signs During Pregnancy

Teach the pregnant woman and her family to report any of the following conditions

immediately:

s Vaginal bieeding

11, Drug Education and Drug Classification

The following are guidclines for the clinician who prescribes medication during

pregnancy or lactation:
» Tryto avoid any medication during the first trimester,

Use single, non-combination, short-acting agents.

Sudden gush of fluid or leaking of fluid from vagina
Severe headache not relieved by Paracetamo!
Dizziness and blurring of vision

Sustained vomiting

Swelling {hands, face. etc.)

Loss of fetal movements

Convulsions

Premature onset of contractions (before 37 weeks)
Severe or unusual abdominal pain
Chills or fever

»
¢ Choose topical (if available) over-the-counter medications.
[ ]

Use the lowest effective dosage of the safest known medication.
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¢ Instruct breastfeeding mothers 10 use a single dose or short acting medicanon
so they can feed again. past the peak bicod level 10 minimize tha rish o
infants.

» Encourage breastfeeding mothers 1o watch ard sce whether the infart seems 0
have any problems refaied 10 amy medication the mother may he taking

o  Uise Attachmem 10 as a guide t¢ the use o7 the mosl commoeniy Gsed
medications

Table 2. Drug Classification Scale (10 be used with Anechment 100

Category " Description _
A Ao fetal risks (ot Tamins
Prover Sate dunmgpregnaney.
B Fatal risns not somenstroicd < o) Bul e are s
human stwidres. o
C No adeguale studies. fetal T
4] some evidence of 214 misxs, may be nesesipn e use
Gunng pregnancy . o

12, Exercise
Coentinue to be active but avoid fatizuz. The trained athizte car continue rigorous
training during pregrancy but sheuld aveid raising her core temperawure or
becoming dehvdrated. Exercise shouid be varied during the third inmesier 1
avord 1oo much stress on Knee and ankie ioints. Waiking can he docepted 1e the
needs of mast women. Exercise shouid inciude women's posture muscuiar
relaxation. and breathing exercise.

13. Feta! Movemeats
Fetal activity is usualby of cyvelic frequency or pattern and may van throvgheut
pregnancy. Lack of f21al movement or marked decrease in ireeuseey mas be
warning signai of fetal distress: inform prov ider immiediately.

14. Health Hazards to Pregnant Women and Infants
Smeking should be discontinued during pregnancy. It is impenant to counse!
patients about this and record their compiiance. The potentially harmitul effects of
cigarette smoking during pregmancy inciude low birth weight. premature fabor.
miscarriage, stillbirth, {cot) death, birth defects, and increased respiraton
problems in neonates. More than 10 cigarettes a day can have a pronounced effect
on birth weight. Many women do not reaiize the severity of the risk. Patient
education is important. with counseling or referral (e appropriate community
groups.

Alcohol use should be discontinued in pregnancy. Chronic alcohoiism has been
shown to cause fetal mai-development that is commonlys referred 10 as fetal
alcoho! syndrome. The more alcohol the mother drinks, the more the fetus is at
risk of damage. Encourage mother 1o avoid social drinking.

Avoid exposure to X-rays and contact with persons with infectious diseases
(e.g.. German measles, chicken pox).

tas
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15. immunizations during pregnancy for a previously non-immunized woman:
Adjust for the immunized woman,
Tetanus toxoid should be adminisiered in pregnancy., especiaily if exposure to
pathogens is likely.

Table 3. Tetanus Toxoid Immunization Schedule.

‘Dose _Schedule s o o
1T AT irst contact or as early as possible during pregnans)
T2 i Four weaks atier T11

CTT3 S to 12 months atter TTZ. or during subsequent pregiancy
TT4 Onc o three years aber TT3, or during subsequent pregnancy

_TTS i Owetofive years afler TT4. or during subsequent prognancy

o Live virus vaccine shouid be avoided during pregnancy becanse of possible
damaging =ffects on the fetus.

*  Hepatitis B vaceine series may be given in pregnancy fo wamien al risk of
exposure.

o Tmmune globuelin s recommiended tor pregnant women exposed to measles,
Hepatitis A, Hepatitis B. tetanus, chickenpox. of rabies,

16. Nutritional Advice
Eat foods frem zach of the six major food groups:

I Fat (sparing!s)

J) Milk. yoaurt, cheese

3 Vegetables

4 Mear

3 Fruit

6) Bread. cereals, and other carbohydrates

Drink plenty of Liguids (especially water—38 te 10 large glasses, or 1 liter), increase fiber,
and increase calcium and iron intake. For women whose BMI is norma! before
pregnancy. Inaintain a normat weight gain according to BMILL This is usually achieved by
a well-balanced diet containing 60-80 gm protein, 2400 or more calories. low sugar and
fats. high fiber, milk and other dairy products; higher weight gzain may be required.
Excessive weight gain or high pre-existing maternal weight is associated with increased
risk factor for the intant i termis of birth trauma and delivery by Caesarean section.

Table 4. BMI Assessment and Recommended Weight Gain.

' BMI_: Assessment of Weight | Recommend Weight Gain

 Less than 18.5 - Underweight | 12.5-18 Kg

| 18.5-24.0 | Normal weight 11516 Kg ‘
* 24.0 and above " Overweight L 70-115Kg f
i L J

Prescribing prenstal vitamins in most cases may not be necessary where diets supply
adequate calories. protein, and minerals for appropriate weight gain. However, there are
two exceptions:
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17.

18.

19.

Folic Acid Supplementation pre-conceptually and throughout the early part of
pregnancy has shown ic decrease the incidence of fetal neura! tube defects. Thim to
SEXty (30-60) mgd calcium up to 1.5 mg'd in later months of pregnancy and duning
lactation.

Iron Supplementation after 12 weeks is recommended. Also. increased iron
requirements in the latter part of pregnancy are difficu!t 1o meet in the routine Jiet. To
enhance the absorption of iron. instruct mothers to take iron when eating meat or
vitamin-rich foods (fruits and vegetabies). Aveid tea. coffee. and milk 2t the same
time when taking iron: it interferes with the bods *s absorption of iror Iron can also
be taken between meals with orange juice.

Physiology of Labor (Sec “Attachment 10: Preparing the Pregnant W oman

for Labor & Delivery™)

During the second half of pregnancy. teach the woman. her partner. and her family,
through discussions with hea'th care staff. lectures. pamphlets. and videos. about the
normal physiology of labor, siages. preparation. anaiomy of biriii canzi. signs of labor
progression, breathing. and nature of pain in order te:

Reduce the need for anaigesia and aresthesia during labor.

Ensure cooperation of client with the anending siafY during deliven.

Minimize feral distress.

Reduction of some maternal complications (e.2.. exhaustion) during delivery.
Minimize instrurnental and operative interierence.

Ensure smooth and shorer progression of labor,

Postpartum Care

Instruct pregnant wemen when 10 retumn after delivers for postpartum visits. The first
visit should be within the first week after delivery. and the second v isit should be two
to six weeks after delivery or sooner. if necessarny. Explain to the woman that if the
following occur any:ime during the postnatal period. she should retum to the health
center or hospital immediateh:

Heavy bleeding.

Fever or chills.

Abdominal pain or foul-smelling lochia (vaginal discharge).

Pain and/or tendemess. heat in the calf of the leg{s).

Feeling depressed or no: happy.

Explain the importance of postpartum care:

= Monitors the mother’s full recovery from the effect of pregnancy and deliven,
= Helps detect complications early for their effective management.

e Facilitates familv planning counseling and provision of method(s).

Psychosocial Problems
The pregnant woman may have worries and fears about labor. or may doubt her

ability to care for the baby or for her other children. Health providers need to be
sympathetic, reduce anxiety. and provide problem solving with counseling and-or
education for the woman.
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20. Relaxation and Sleep

Instruct the pregnant woman to continue al} ordinary activities with one or two
hours bed rest during the day. Adequate sleep may be difficult to achieve as
sieeping patterns change. Therefore, it becomes more important to ensure rest
breaks during the day.

21. Sexual Relationships

There are no restrictions of sexual relations for pregnant women without
complications, Whatever is comfortable and pleasurable may continue unless or
until a pregnancy complication occurs {e.g., vaginal bleeding, preterm labor.
known placenta previa). Support the woman to avoid sexual contact if she or her
partner has symptoms of STT; ask her to see the provider immediately. Encourage
couples to use condoms where the risk of STIs exists. Instruct the mother to avoid
sexual intercourse if the waters break or labor begins.

22. Travel

e Travel is not harmful for a healthy pregnant woman. Avoid long periods of
sitting, and take a walk every two hours to promote circulation.
o Travel in pressurized aircraft presents no unusual risks.

23. Warning Signs of Preterm Labor
Infant outcomes are improved when preterm labor is diagnosed and trcatment is
started early. Teach the mother signs of preterm iabor. These signs include:

o A feeling that the baby is “balling up” which lasts more than 30 seconds and
occurs more than four times per hour.

o Contractions or intermittent pains or sensations between nipples and knees,
lasting more than 30 seconds, and recurring four or more times per hour.
Menstrual-like sensations, occurring intermittently.

¢ Change in vaginal discharge. including bleeding.

¢ Indigestion or diarrhea.

24. Work During Pregnancy

Most women can safely work until term without complications. A flexible
approach must be taken. Pregnant working women should take breaks every
two hours and walk around frequently to support circulation.

Pregnant women my have less tolerance to heat, humidity, environmental
pollutants, prolonged standing, and heavy lifting.

Pregnant women who should probably not work include:

Thase with history of two premature deliveries.

Incompetent cervix and fetal loss, secondary to uterine abnormalities.
Cardiac disease greater than Class I (tires after minimal activity).
Hemoglobinopathies.

Diabetes; greater risk with retinopathy or renal involvement.

Third trimester blecding.

Premature rupture of the membranes

Multiple gestations after 28 weeks.
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Attachment 3
Lie & Presentation
Feel for the baby’s head and body. By 30-32 weeks, the baby is usualtty Ixing with the
head down towards the mother’s pelvis. {Verten presentation). Most habies Lie more
on one side of the mother than the other.

L.ook and feel for movement of the baby as shown in the diagrams below:

Step 1: Feei what paz of the babn 15 in the upper uteras.

R

/ Lo
AR
.
N~ ...

) !

Step 2: Feci ior the baby s baci.
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Attachment 4
Pelvic Examination

In preparing to perform the pelvic examination:

Confirm that the client has recently emptied her bladder.

Explain to the client what vou are going to do and answer questions.

Lavout all instruments and equipment that you will need.

Ensure that the examination space is private, that the examining table does not
face the door; that curtains or a barrier protects the client from exposure.
Position woman appropriately on examination table with feet in stirrups.
Drape the client’s abdomen and pelvis with a cloth, towe! or her own clothing.
In all cases, respect her modesty and treat her with dignity.

Position light for good illumination of the cervix,

Open instruments or examination pack with instrumenis,

Wash your hands, dry them with a clean towel or air-dry, and put on high-
level disinfected gloves.

Step 1: Inspection of External Genitalia:
Purpose: to check for any inflammation, discharge, growth or lesions.

Ask the client to separate her legs and ook at the external genital structures:

Mons pubis — presence and distribution of hair; presence of lice or nits.

Labia majora and minora — presence, intact; color; presence of discharge, mass
{growth), or discoloration.

Bartholin glands opening — normally not visible; abnormal finding include,
presence of redness or discharge.

Perineum - smooth and unbroken. presence of mediolateral episiotomy scar:
presence of fistula or abnormal mass.

Gently separate the labia major and labia minora and look at the deeper external
structures (teil the client vou will be touching her before your touch her):

Clitoris — presence. size: abnormal masses.

Hymen — presence or absence; if present, open, ¢closed, presence of a mass.
Para-urethral gland openings — normally invisible; if visible, look for redness,
discharge, or masses.

Urethral opening — color without discharge: abnormal findings include
redness, discharge, or masses.

Vaginal opening — visible: abnormal findings include protrusion of the vaginal
walls {rectocele, cystocele).
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Step 2: Inspection of Internal Structures:
Purpose: 10 inspect vagina 2nd cervix for inflammetion and or discharge, growsas or
lesions,

Inform the chient of what you are going to do next.

Separate the labia minora and gently insen a closed speculum oblique!y irto the vaginal
opening. directing it downwards until vou meet gentle resisiance. Gently open the biades
lack them ir posiuon. and look at
o Cervix - snape. colom if the ectocerviy is smooth witk a coloress discharze:
abnormal finding inciude discharge. masses, irregular borders around the
cervical opening: blood of unknown origin, ulceration. The preznant cenvin is
usually softzr. max be somewhat bluish (cyanoric). and may show come
visible endocervical epithelium which sheuld not be confused with
inflammation
Cervical os — for presence of masses protruding from the opening ;2bnomat).
Vaginal mucosz - intact. cclor, withou? odor: presence of dischargz. blood of
unknown origin, redness. fistuia, areas of white coloranion, viseraiions

Take specimens for Pap smear and:or culture, if indicated and available (goncmthea,
chiamyvdia. wet mouri),

When tinished with this step. loosen the screws 10 allow the spreading of the
speculum. Genrtly remaowe the speculum obliguely . rotating it to a panially open
position 1o tnspect the vaginai muvosa while withdraw ing the spaeulum. 1 abrormai
discharge was present. put a few drops of KOH (potassium hsdroxide) sclition on the
accumulated discharge in the lower biade to deternmine the presence of a fishy ador
consistent with Bacterial vagincsis

Place the speculum in a contziner with decontaminatior soiution.

Step 3: Palpation of Externa! Geaitalia

Gently separate labia major and minora with the first two fingers of one hand, gently
insert the forefinger of the examining hand at the opering of the vagina zbout one
inch, press the anterior vaginal wail and draw i; toward the vaginal cpening. Look for
presence of discharge (abnemaly.

Rotate the examining hand downward and place the forefinger at the 4 o'clock
position with the thumb on the same area on the vulva Palpate the right Bantholin
gland. Repeat this maneuver at the R o'clock position to palpate the left Bartholin
gland. Feel for enlargement. mass, or painful response m client.

Tell the client that sou wil! insert your fingers deeper to feel her internal organs.
Step 4: Palpation of internal Structures

Insert the first two fingers of the examining hand. until resistance is felt. Place the
other hand or the client’s abdomen just above the pubis.
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o Feel the cervix — consistency, smoothness. condition of the cervical opening,
and presence of pain when gently moved.

» Gently palpate the anterior and posterior fornices to examine the uterus. Feel
for shape, size. smoothness of surface. consistency (firm or soft), and position
(anteverted/retroverted/midposition).

o In the pregnant woman, estimate the size of the uterus. especialiv in the first
12 weeks.

e Gently palpate the right and left fornices 10 examine the ovaries and tubes.
Fecl for masses. tenderness.

Use the hand you placed on the chent’s abdomen to gently push the internai organs
down toward the fingers in the vagina (o help fecl the organs completels.

Assess the Pelvic Muscles

o Withdraw fingers from the vagina halfway and ask the client to squecze your
fingers. Feel the strength of her pelvic muscies during this part of the
examination.

» Rotate the vaginal hand palm-down and separate the fingers lightly. asking the
client to cough or bear down. Look for bulging of the anterior and/or posterior
vaginal walls, or loss of urine.

Withdraw the fingers completely from the vagina and Icok at the gloves tor any blood
or abnormal discharge that may have collected. Evaluate any abnormal discharge.

Step 5: Recto-Vaginal Palpation
After palpation of the interna! organs. inspect the anal opening. and palpate the anal
sphincter and the rectum.

Inspect the anal opening: it should be free of blood, without tissue protruding.
Abnormal findings include red. swollen mass (hemorrhoids) or brownish mass
(prolapse of the rectum).

Inform the client of what you are going to do next. Ask her to bear down while you
gently insert your index finger into the anal opening, Note the tone of the sphincter
(tight). Confirm a retroverted uterus that was felt during the vaginal examination by
feeling it through the anterior wali of the rectum. Feel all surfaces of the rectat wall
for masses.

Gently withdraw your finger and discard the glove.

Wipe the client’s genitalia and assist her to a sitting position. Share your findings with
her.

Document your findings immediately in the client record.
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Attachment §
Fundal Height Measurement'’

Measuriag the Baby's Growth

The uterus moves up in the mother’s abdomen as the baby grows. The ulerus grows
about two fingerbreadths in a month. At 12 weeks. the iop 0f the uterus i< usually just
above the pubic bone. When the baby is about 20 weeks old. the 10p of the uterus is
usually at the mother’s umbilicus. Use a centimeter tape 1o measure the distance from
the top of the pubic symphysis over the curve of the abdomen to the tep ol the uterine
fundus. Fundal height in centimeters correlates well with weeks of gestation until the
347 week of pregnancy.

The figure illustrates funda! height at different stages of pregnancy

L@/\)

—— lll’l 9 manths

"-y

T i~ 0 mantis
un T mentrs

o 3 172- & iy
b4 177+ 5 murtha
3172+ 4 pueine
2172+ ) muntig

! Beck. D, Buffington, S McDematt, | and Bemmey K Healthy Mother. Hea'thy Newtor Cave A Reference
for Caregivers Amencan Col ege cf Nuse-Midwives MctrerCare (US: Inc . 1538

Antenatal Care 2

238



Attachment 6
Indications for Ultrasound?

Ultrasound is an excellent means of assessing fetal well being; however, it can be
inappropriately used, leading 1o excessive reliance on technology and increasing health care
costs. Consequently, it is crucial 1o know the indications for ultrasound, its true value and
limitations.

* & & & & 8 & 9 5 & 5 & 9 " 0

Estimated gestational age for clients with uncertain dates of LMP.
Evaluation of fetal growth.

Vaginal bleeding of undetermined etiology in pregnancy.
Determination of fetal presentation.

Suspected multiple gestation.

A support to amniocentesis.

Significant uterine size and clinical dates discrepancy.

Pelvic mass.

Suspected Bydatidiform mole.

Suspected ectopic pregnancy.

A support to special procedures; e.g.. fetoscopy, chorionic villus sampling, cervical
cerclage placement.

Suspected fetal death,

Suspected werine abnormality.

Localization of HJD.

Surveillance of ovarian follicle development.

Biophysical evaluation for fetal well being.

Observation of intrapartum events; e.g., extraction of second twin.
Manual removal of placenta.

Suspected polyhydramnios or oligohydramnios.

Suspected abruptio placenta.

A support to external cephalic version.

Estimation of fetal weight.

Abnormal serum alpha-fetoprotein value.

Follow-up observation of identified fetal anomaly.

Follow-up evaluation of placenta {ocation for identified placenta previa.
History of previous congenital anomaly.

Serial evaluation of fetal growth in multiple gestation.

Evaluation of fetal condition in late registranis for antenatal care.

z Varney, Helen, CNM, MSN, FACNM (1997}, Vamey's Midwifery. Jones and Bartlett Publishers, Boston. 307,
Tables 19-18.
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Attachment 7
.
Rh Incompatihility”
Rh Incompatibility Screening

The mother’s blood and Rh tape should be sdeatitfiod throngh rotire labonato n tosis duneyg
the first antenatal visit,

Women with the follow e bistors indieate Rhvee i

History of previous blood transtusion.
History of previous “yeHow haby7 or o baby pecding o bloed trasceann

History of stilbirth or neonatat death resuhing from causes untnows 0 e mcther
History of receipt of RhoQOAM (Rh imumune olobuting afler provioan Jefveries or

pregmaney osses.

a & o @

W the woman is R negative, order an indirect Coombs test o soreen fon Bh antibodies.
' Rh—N—c_g:;iv;_(';mb‘s Negative " Rh Ncgatiq;e.?‘ ?._(-)—l'l_l-bs_PO;Il-“—E(pTE;;ét B
' of Rh anitibodics)

if the Ceombs test is negative. repent the ot with chaeingian Lor ncdien
Coombs” test at 28 weeks. URDRMR R S

It Coombas” test is negative at 28 weehs, otier
RhoGAM impection. it decreases the sk 1
developig anubody tters during the
antenatal period i the event of maternal-forsl
transfusion that can occur Juring placenta
presia or abruptio placente and durnge the
intrapartal periond.

~if the chient accepts RhoGANLL no further

" testing is necessary before delivery
(RhoGAM provides protection against
antibody formation for 12 weckst

3 Yamey's Midwfery 357

[
-t
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Attachment 8
Gestational Diabetes Mellitus (GDM) Screening”

GDM Screening

All pregnant women for whom there are no initial risk factors for diabetes metlitus should be
screened at 28 weeks gestation. If the screening test is normal. no further testing is needed.

A woman who shows any of the following should be screened three times during the course
of her pregnancy in the first trimester or at the first visit. at 28 weeks, and at 34 to 36 weeks:

Family history of diabetes mellitus (parents, siblings. grandparents).

History of previcus unexplained stillbirth.

Poor obstetrical history (spontaneous abortions, congenital anomalies).

Previous deiivery of newborn weighing nine pounds {>4 kg) or more.

Non-pregnant weight greater than 180 pounds. depending on body build and heighr.
Recurrent monilial infection (if this is the only factor, screen only at 28 weeks)
Recurrent glucose in the urine in a clean-catch specimen. not explained by dietary
intake.

Signs and symptoms of diabetes (excessive urine output, excessive thirst, excessive
eating, weight loss, and poor healing).

Pre-eclampsia or chronic hypertension.

Polyhydramnios.

Age 25 or older.

Gestational diabetes in previous preghancy.,

4 Vamey's Midwifery. 353.
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Attachment 9
Preparing the Pregnant Woman for Labor and Delivery

Introduction

This section introduces a number of issues that will help minimize vour pain and fear during
labor and delivery. In addition. it summarizes what happens and what is expected to happen
during each phase of labor and delivery, and what is expected from the woman during cach
phase.

Objectives

¢ Toreduce the woman's tears. which may be due 10 lack of knowledge of what happens
during labor and deiivery.

¢ To provide the mother and her baby the best of health and safery.

Delivery Free from Fear and Pain
Delivery should be free from any significant pain. This section describes how to promote an
easier labor and delivery for vou and your baby.

What is the relationship between fear and pain.

e Fear leads 10 tension. and tension leads to cramps. which in um cause pain. while pain
increases fear.

It is essential to eliminate fear in order to reduce pain, and considering tha! fear is usually
born of the unknown. it is fundameniat to introduce you to the characteristics of labor and
the delivery process. This will help you overcome many of your fears. This pamphlet
presents you with some information on delivery that is free from fear and with minimal

pain.

How can the pain of labor and delivery be reduced?
¢ Learn the art of relaxation.

Relaxing the muscles of the body is of vital importance while having contractions during
labor. The contractions lead to dilation of the cervix, thus allowing the fetus te pass
through. When the mother relaxes between periods of contractions. she is helping her
body by preventing exhaustion. Therefore, it is advisable to practice relaxation techniques
daily during vour pregnancy up to the time of delivery. Relaxation thereby becomes a
habit that can be easily applied during labor and delivery.

Relaxation Technigue

o During relaxation, close your eyes and breathe slowly. Clear your mind of thoughts
that may hinder relaxation by counting breaths or by counting 10 100 (or another
method.

o Practice relaxation on a daily basis, so that you can relax quickly at the onset of labor
and delivery, when vou need it most.
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¢ Regular breathing during labor and delivery helps both relaxation and the movement
of the abdominal muscles: hence enabling vou to benefit from the relaxation
exercises.

¢ During labor and delivery, inhale deeply during each contraction. This raises the
abdominal muscles. thereby facilitating uterine dilation during contractions. Begin
exhalation (i.e., releasing air from the lungs, and thus abdominal muscles) at the end
of ecach contraction.

Methods and medications used to reduce the pain of delivery
In the beginning of labor, contractions occur at lang intervals: which become gradually
shorter until the interval between each contraction is less than two minutes. Sometimes.
labor (uterine contractions during delivery) causes such pain and discomfort that it
necessitates assistance for the alleviation of this discomfort.

There are many medications that help reduce the pain of labor and delivery without
harming the mother or the fetus, and which do not affect the progress or course of labor
and delivery. There is no need to worry—the doctor will provide the appropriate
medication. if needed. to alleviate pain without affecting the mother or the bahy.

The less fear there is, the easier and iess painful the delivery will be. Ask your doctor or
nurse any questions that you have, as they will be with vou during delivery: they have the
knowledge and experience to help yvou overcome all vour fears.

How will voui icll vour children about yowy new pregnancy?

As your belly becomes noticeably bigger, or beginning about the {ifth month, use a tactful
and pieasant way that is appropriate to your child’s age to explain why vour belly is getting
bigger. that a happy event awaits the family and that the new baby will not replace anyone in
it but wilt be just like other family members.

What to_Bring to the Hospital
A pregnant woman should prepare a suitcase for herseif and her new baby’s requirements at

the beginming of the ninth month of pregnancy. 1t is appropriate to inform the husband where
the suitcase is kept. It is recommended to include the following in the suitcase:

¢ Mother’s requirements:
o A non-maternity, loose, comfortable gown suitable to wear when leaving the
hospital.
Two or three suitable and comfortable nightgowns,
Bathrobe and slippers (without heels).
Toothbrush and toothpaste.
Deodorant, perfume or eau de cologne.
Comb and/or hairbrush.
Two or three towels,
Tissue paper.
Hand mirror and daily cosmetics.
Under wear, such as two bras in the size used during pregnancy.
Soap.
Shampoo.
An appropriate loofah [washcloth].

OO0 0000000 CO0PD0
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Baby's requirements:

An appropriate number of diapers.

0 Sieeping garments.

Wrap (KofaliviehY—a square light cotton cloth used to wrap the infani: the cloth
is fotded into an inverted triangle. the infant is wrapped in an envelope-shaped
bundle with arms stretched alongside the body with the wrap fixed in piace with a
safety pin. This practice is believed to make caming the infant easizr and molding
a better posture with a straight back. Ofien times the practice is carried to
extremes.

o Bonnet or stocking cap

o Blanket.

[+

]

How do you know vou ve sigried labor?

Delivery may take place one or two days or even weeks before or after the date determined
by the doctor as determined by the date of vour last menses.

Knowing what labor means will help vou know what will happen, this in tum helps vou feel
comfortable and assured during the last days or weeks of vour pregnancy .

What happens in this phase?

The fetus begins changing its position in preparation to come inte the werld, The urinary
tract is lowered down and forward. This is the time when we hear the use of the
rraditional phrase “the baby is down.” During this period. the same clothes wili fit you but
in a kind of awkward way. You may notice an increased vaginal discharge too: this means
that the fetus has taken the position required to come inte the world. iis head pushing
down or the uterus. This may cause vou some discomfont or some mild pain. [fthis is
your first pregnancy. vou may think this pain is the pain of delivery. [ yvou call on the
doctor or the health center. the doctor or nurse car examine vou and ‘nform vou about
your progress. These false unpleasant pains mas continue for a day or more.

Reat labor and delivery pains may begin oi the same night or within one to two weeks.
No one can absolutely determine the time of delivers. A few things can help decide the
time of delivery, however. such as:
1. The regularity of contractions
Contractions may occur every 15 or 20 minutes and last for 45 seconds to a full
minute. Within one or two hours. the intervals berween contractions become shorter.
These contractions can be easily identified. They begin in the back and become
stronger and extend towards the abdomen. The pain is caused by the vaginal muscles
contracting in preparation for pushing the fetus out.

ta

Bloody discharge or blood clots

During pregnancy, clots play the role of a “plug™ that closes the cervix. When labor
contractions begin, these plugs fall through the vagina. thus they can be seen. This
phenomenon may 1ake place before or after the beginning of labor.

3. Leaking of a wateny vaginal fluid
The amniotic fluid protects the fetus. The amniotic sac usually ruptures during the last
phase of delivery. but it may rupture before that phase. In this case. you should visit
your doctor or the hospital because labor pains will begin immediately afienwards.
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in addition to these signs, there are other signs that the doctor waits to see. Despite the
breaking of the bag of waters, labor contractions may be delayed until the vagina is
dilated enough for your baby to pass through. Sometimes, your waters “‘break,” but
deiivery does not take place until one day or possibly one week has elapsed,
depending on how ready the vagina is.

When these signs appear, you should totally abstain from eating solid or dry foods:
drinking only juice and eating only fluid foods as a precaution for a possible use of
anesthesia during delivery, which can cause nausea on a full stomach.

Also remember to prepare yourself for delivery with regards to shaving or cleaning
the hair around your genital area, and taking a hot bath within an appropriate time of
the signs of labor appearing.

Phases of Labor

From a medical perspective, labor is divided into three phases. When labor starts, try to
remain calm, and occupy vourself with something you enjoy, such as reading a book ora
magazine or watching tetevision. Try to ignore the contractions as much as you can.

First Phase

e At the onset of labor, the head of the fetus turns downwards, and presses against the
vagina, which begins to dilate to alfow the fetus out. Then the bag of waters breaks
and the contractions become closer while the vagina continues to dilate to the
maximum (10 cm). Muscles contract to push the fetus out.

e Don’t try to exert pressure or bear down at this tire, for this will only increase your
fatigue; rather try to relax as much as you can even during contractions.

¢ Should your doctor find you in severe discomfort, the doctor shall give you
medications to comfort you.

e The expansion and dilation of the cervix during labor is estimated by centimeters or
finger widths. It is measured byv the number of fingers that can be inserted through the
cervical opening. When the cervix is fully dilated, its diameter reaches approximately
10 cm or five finger-widths.

o The first phase of labor (cervical dilatation) typically takes about 8-12 hours in a first
delivery (primipara), and less than that in subsequent deliveries. The speed of cervical
dilatation depends on the strength and regularity of contractions.

» Should the bag of waters fail to rupture in the beginning of this first phase, it may
break when the cervix is fully dilated.

e A rectal enema is sometimes administered 10 the mother in order to clean the rectum;
this is not accompanied by discomfort.

e The head of the fetus continues moving downwards with the increased dilatation of
the cervix during the first phase of labor.

o During this phase, the doctor will measure the baby’s heartbeats from time to time,
and will estimate the rate of cervical dilatation by rectal or vaginal examination.

Second Phase
e The baby is delivered in this phase. This phase begins with the completion of cervical

dilatation (the end of the first phase). and is concluded with the baby coming to the
outside world,
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When this phase begins. you will be taken to the delivery room on a bed or a mobile
stretcher.

The deiivery room is somewhat similar 1o an operation theater. It is clean and contains
shiny sterile equipment. with a Jamp hanging from the ceiling. You will be moved rrom
the bed or stretcher o the delivers teble. which is a special type of surgical tabiz. supplied
with straps and supporters. The suitabie position for delivers is Iving on yvour back with
your legs suppuort by stirrups and spread apart. This is the position that Aou wiil be helped
to take.

The second phase of detivers usuaily lasts for about one half 10 one hour. during which
time the baby gradually moves downward from the uterus 1o the vagina io the outside.
The duration of this phase depends on uterine contractions and on how much you help
yourself by follow ing the instructions of the doctor or midwife. During this phase. vou
will feel the urge to bear down. and if vou utilize bearing down (according to the
contractions of abdominal wali muscles and bearing down with them). you wiil heip
vourself and vour haby shorten the period of deliven . Meanwhile. vour muscies act
involuntarily to facilitate delivers.

At the end of this phase. the doctor may resort te performing a perineat incisicn. This is a
simple procedure that heips the head of the {etus out during deliven. protecting it from
the increased pressure of tissues arcund the vaginal opening. The doctor performs a
laterai or medial mcision in the perineum (the outer vaginal opening) afie” mjecting an
anesthetic inte the perineum. The incisicn is not very painful and heais auickly, The
doctor sutures the incision while the anesthetic is still effective. and uses a s:lk matenal
that goes away on its own 1o suture the incision.

The fetus is pushed a little outwards with each contraction, with the head appearing first
in most deliverics. followed by the neck and shoulders. The docior holds the baby's head
and gently pulls it out.

When the bab is delivered. the doctor holds it and a nurse removes the amniotic fluids
from its mouth and nose. The doctor helps the baby take its first natural breath. The baby
may be put on vour breast to help form a bond between the two of vou. then the babs is
wrapped with a cover (o keep it warm. and the doctor puts a few drops in Hs eves o
protect them from contamination.

The Third Phase

In this phase. the placenta separates and Ieaves the uterus. The placenta is a mass in the shape

of a circular disc attached to the uterine wall and connected to the baby via the umbilical
cord. which is cut once the baby ts delivered. During pregnancy. the placenta supplies the
baby with food and oxyeen. The delivery of the piacenta usualiy takes only a few minutes
and the doctor will help you bring (t out by giving vou a speciai injection o sitmulaze the
uterine muscles and cause them 1o contract, thereby reducing bleading which accompanies
the placenta’s deliven. This phasc is considered easy and free from pain.

e After delivery. you will be moved to the recovery or convalescence room, where vou
will remain under observation until vour condition is stable. following which you will

be moved to vour room.

Note: A small percentage of deliveries are done in ways other than that indicated by this

pamphlet. This is due to the following reasons:
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c Using artificial induction of labor to help the mother deliver when the term of
pregnancy is completed without natural labor beginning. because the baby could
be at risk if it remains in the uterus for a longer period.

8]

Delivery by cesarean section:

This is a surgicai operation whereby an incision is made into the abdomen and the
baby is removed. Tt is an easy operation and does not pose many risks. Doctors
resort to this aperation in such cases. the mother has been in laber a long time and
is too fatizued or exhausted ta continue with normal delivery. or when the pelvis
is narrow or contracted or when the size ot the pelvis is disproportionate with the
head of the fetus, or in some cases of hemorrhage during delivery. or the presence
of tumors in the pelvis ar ovaries. or in the case of diseases accompanying
pregnancy sitch as toxamia of pregnancy or diabetes, or abnormal fetal positions
such as the transverse position, or the emergence of the umbilical cord preceding
the head of the fetus during delivery.

After Delivery: What Now?

Once the dream becomes a reality. hold your baby in your arms and enjoy the arrival of your
new child. At this point you will forget the troubles of pregnancy. fabor and delivery; vou
will forget vour fear of complications and of the unknown, It is essential that vou focus on
self-care during the postpartum period by following the instructions of the doctor. nurse and
midwife, and that s ou return {0 visit the health center during the fist week from detivery and
in the subsequent periods according to the previous instructions of the doctor. Remember that
breastfeeding is best for your baby. and remermber to follow up your baby's growth,
development and care, and to maintain the baby’'s protection from infectious diseases by
complving with the national immunization schedule. Should vou need further information. do
not hesitate to visit vour doctor or the hezalth center to obtain it,

Congratulations, and our best wishes for a normal and safe pregnancy and delivery of a
beautiful, happy baby!
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Attachment 10

Drug Classification Table

Drugs b3 caregoamy. Reter e Tabie 2 when using this able.

' Drugs A i B C D

]

. Antibacterial Penicitlin i
fnremien hY _
L BPnLIOSpReTins BE o
Teracsciires - T \
(Duxyercling?
Monopactam T e \ .
Curbapenum I
Amincghcosides
Gentamicine N\
Sirepterncine __ T —_;__ N
Ciindomoin \
Chicramphen:oa! A
Sulfonamides _ A
irimethoprim A

Antiparasitic

Auatifengal

Antiviral

Nitrofurantoin
Vapgorcin
Ciproslovac.
Ritampicir

Ritabuiin

\Mctronidar i
Lindane

Crlorquine

Quinine

Spiromacm
Mehendazole
Ff;.C\!nJ:’\—‘i;‘_- I
liraconazole

Nastatia
Ampnotenian

Acvchnie
Zalcisahine (ddc:
Stavudine « 0
Amanwdinz
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Cardiovascutar
| &
* Antihypertensive

Drugs A | B C

Digexin

Quiniame o LN
! Buadrenergic biocker, A

iacal anesthetic LY X

unlirrhvinmics

i o

P i Calehum antagonists _ _ _ N _

! Methyvidopa X

; Hsdraizine

b e s oo

. ACLE mhiniois

: Amiodaronc

i i

! Adenasine .
Furogemide B o -

e Thizzide i : . .

: ¢ Wariarin R A

' Anticosgulants Heparin X
~ . T TTTTTrTTR T T T ]

! Loumariwe : : X !

‘ : i

. Thrembalitics i rokinose { diromboiite) j .

B - . — o T T T T
Steptokinas ) ‘ : AN

. Asthuna

im0
Epinephs
1eroutaiine
Asbaterol

i Anficonvulsants &
Antidepressant

Pherytonr,

Carbamazero
Trimethadine

Diazipam

Phenobariia

Desipramine
Moenoamineoxidase inhib,
Chiorpromasine
Thioridazine

Clozapine

Mild anslgesics

Paracetimol or , i
Acitaminophen - X !
Aspirn . o "
Ihuprofen or Indomethacin : . !

Piperazine

(mechizing, cvelizine)

Others o

Andiogens
Danazoi
Piethylstitbesiercl {DES)
Lithiom
Methotrexate
Radinactive lodine
Cyclosporine
Vit A

Amtenatal Care

BEST AVAILABLE

249


JMenustik
Best available


Table 2. Drug Classification Scale (10 be used with Anachmem 11):

A ! No fetal risks (multivitamins).
: Proven Sate during pregnancy.
' B . Fetal risks not demonstrated in animal but there are no
human studies.
C No adequate studies, fetal rishs unknown. o
D Some evidence of fetai risks, may be necessan 1o use
dunng pregnancy

Antenatal Care
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POSTNATAL CARE

LEARNING OBJECTTVES

» Define postnatal period

» Understand the importance of posinatal care.

o [Identifv the obstetric complications that might occur during the purperium. and
manage them appropriately

* Review necessary education of the mother and family regarding newbom care
and immunizations. breastfeeding. danger signs, nutrition. and other issues

* Review how 10 appropriately counse! the mother and her husband on birth
spacing and contraceptives

TEACHING STRATEGIES

e Use lectures to present matenials

e Small group discussior about the role of postnatal care

o Use role play to practice patient education and birth control counseling

MATERIALS AND EQUIPMENT NEEDED:
o  White board or flip chart and markers for summarizing major points

LEARNING POINTS
* Importance of scheduled postnatal care.
» ldentification of significant complications at an early, treatable phase
= Patient education regarding breastfeeding, postparium care, danger signs.
family planning
*  Assessment of bonding with infant
»  Evaluation of psychological state and screening for depression
e Schedule for routine post-partum care following uncomplicated deliven
*  First 24 hours
e At | week afler delivery
= At 6 wecks afier delivery

¢ [Iuitial Clinical evalnation of patients (first 24 hours after delivery — usually

in bospital)
*  First 4 hours: Check for bleeding per vagina, uterine tone, blood pressure and
pulse

s 4 - 24 hours: Check for: involution of the uterus, bleeding per vagina. vital
signs. episiotomy care (when present)
* Give RhoGam if patient Rh negative and Coombs test negative
* Evaluate psychologicel status of mother. especially regarding:
- Acceptance and bonding with infant
- Presence of depression
- Acceprance of breastfeeding
* Upon discharge from the hospital. pt should be counseled to vbserve for
following complications:
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*  Postparium fever
Fever and rapid pulse could be caused by:
[. Chest infection (pneumaonia, bronchitis)
Wound infection. in case of caesarian section,
Pelvic inflammatory disease
Deep vein thrombosis.
5. Mastitis or breast abscess
*  Deep vein thrombosis
= Secondary Postpartum hemorrhage
= Urinary compiications, as urine retention, urinary tract infection. fistula
» Psvchological problems as postpartum depression and 3% dav blues.

£ I

L
[

week postpartum visit
History: Ask about:
- Diegr and nutrition
- Presence of fever or chills
- Abnormal bleeding
- Breast feeding success and practices
- Abnormal vaginal discharge
- Depression or mood changes
- Problems with urinary function or stools
- Episiotomy or perineal discomfort
- Calf pain or swelling
»  Examination: Examine the following:
- Vital signs, especiativ blood pressure
- Abdomen for muscle tone and uterine involution
- Breasts for lactation, plugged ducts, nipple irritation, masses
- Extremities for varicose veins, edema, phiebitis
- Examination of perineum for episiotomy healing (if appropriate)
« [f patient received a C-section. check in addition to ail of above:
- Abdominal wound for infection. discharge. degree of healing
- Pain control — should be minimal need for pain medication at this point
- Patient activity level — should be ambulatory but still aveiding activities
that strain abdominal muscles
= Laboratory investigations
- May check Hgb., especially if patient anemic during delivery, ar blood
loss significant
- Pap smear may be taken
- Ifwvaginal discharge. consider vaginal smear for diagnosis
» Patient education and counseling:
- Resumption of sexual intercourse ~ (may begin when involution complete
and episiotomy or tears well healed — usually about 6 weeks post-partum)
- Breast feeding — (all patients should be strongly encouraged to breast feed
fully for at least the first 6 months — ask about and discuss any questions
or problems the patient may have with breast-feeding — see Attachment 1)
- Physical activity {all activity allowed, bui adequate rest important
especially for the breast-feeding mother)
- Diet (should be taking a balanced 2200 kcal/day for lactation)
- Medication — continue iron and/or vitamin supplementation if previously
prescribed
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If patient breasifeeding. rer tew cautions regarding madication vse. Seu
Atachment 10 in the Antenatal Care section

Family planning — this 15 an rdeal time 10 enccurazae paLen: Somm, man:
te birth spacing. lielp patier! choose an appropridie meihad  Neg
Anachment 2 for guidance

® 6 week post-partum visit

= History — Ask about:
- Diet and nutriten
- Psvchological and emotional status - adivsiment 1y methering.
depression. support of famihy
- Breastfeeding success and condition of breasts {soreness, cracsin.
bieeding of nipples. complete emptying, locabized sorencss or redness)
- Vaginal discharge (should have oniy scant iochia non-bloody and nen-
puralent)
- Fever. abdominal pain
- Urinary or bowel prablems. constipation
- Resumption of menses and sexuat activin
»  Physical Examination: Eaamine the following:
- Vial signs. especialiy blood pressure
- Abdomen tor muscie tone and wenine invoiuton xhould be simag
compiete)
- Breasts for lactation. plugged ducts. nipple irrtation, masses
- Extremities for varicese soins, edemal philehitis
- Pelvic Examinatior — check for:
o Vulva and perineum o complete nealing o7 laceranons, episiviomy.
or evidence of inflammaiion such as candiia
o Vagina for discharge. inammation
o Speculum examination O examine vagina and cenv iy Lo lacoraiions
or inflammation
o Bimanuzl examination to confirm imveiution of uterus, evidence of
infection {pain on motion of cervix. uterine or adenez! endemess).
masses or umors
o Check muscte 1one of vagina and recreme ask patient abowt howe! and
biadder cortrol
» If patient had a C-Section:
- Abdominal wormnd for infeetion. discharge. degree ol heanng Should he
well heuled at this point
- Pain - should have only occasional twinges of pain with 2xemmion o this
point
- Patient activity level — should be ambulatony and may be able o resume
most astivities except the most strenuous
* | aboraton
- Hgb. And‘or PCV to check for possible anemia
- Urinalysis for possible infection
« Patient education and counseling
- Review hreastfeeding and ask about possible problems or concerns with
braastfeeding (see Attachment 1)
- Review birth control and continue te counsel patient as appropriate.
Postnatal Care
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- If patient using LAM, review criteria for successful LAM, and counsel
patient on need for another method at 6 months or if any of LAM criteria
not met. See Attachment 2

CRITICAL ELEMENTS FOR REFERRAL

Deep vein thrombosis

Bleeding per vagina

Fistula (urinary incontinence)

Psychological problems

Respiratory infection.

Wound intection, in case of Cesearian Section,
Pelvic inflammatory disease

Mastitis or breast abscess

CASE STUDY

Mrs. Khadija Amad , 35 years old, Delivered 6 days ago vaginally, and was
discharged home on the 2™ day after delivery. Attended the clinic with history of
swelling of her right leg. On examination, she was a febrile, pulse 85 per minute,
blood pressure 110/7¢ mmHg.

Her chest and abdominal examinations reveaied no abnormality. Her right leg was
swollen and reddish and tender.

b —

Topics for discussion regarding this case study
What are the medical problems identified in this patient
What important additional medical elements of the history should be asked
What important additional medical eiements of the physical examination should
be done
What is an appropriate plan of management for this patient at this point.
What counseling point would be most appropriate for this patient at this point?

CRITICAL ELEMENT OF COMPETENCE FOR EVALUATION

Proper and complete postnatal evaluation of patient using above elements
Appropriate patient education regarding breast feeding, contraception, smoking,
sexual activity, contraception

Knowledge of need of referral for complications
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Attachment 1.
Common Breastfeeding Difficulties'

Signs. Prevention Crunscling & Maanagement
. ) -
Symptoms/AConditions
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Signs.
__Symptoms Conditions
- Frgovgement:

s Minples and sreoi:

il and not
nossibie to flatke;
for infans o atiach
for foedi jazes

Braas '\!\: Te
Rreayt 1l and
TIrin 10 “‘LC‘T..

: T Obstructed Dructs Mastits.

*  Breast nain.

+  CGenerally not
feciing weil.

* Redness iinone
araa of the breast,
swollen, hot 1o
touch, hard with ¢
red streak.

s Feveriaitimes).
flu-like symptoms,

Postnatal Care

Breastieedin
ang night

Hoid
artack

ang fingers to helr mfan.
coniect!y 1o the breast.
Avoid tight brassieres,
Aveid aleaning on siomach.
Use a vanieny of posiions for
holding the baby 1o change
POINIS OF Prassure on

oreasis,

Hold rippie flat berween thumb

and fingers 1o help infant agach
correctly ic the breast.

Avcid fight brus.

Avoid sleeping on stomach.
Use & variey of positions tor
bolding the baby to change
noints of pressure on breasts,
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nirple flat beween Huamid

_Wear a supportive bra.

" Counseli mg & ‘;ﬁ?s;;e_n;e#ixt o

o

Apmiy neat before siart of
"']:.‘d‘.ilIE"D!““
P irgas hefore

Fialy enpress stinatl
brezstmilk to sofien
a0 thai i ean be

Tronits S
rhe arza

fizirened for infani o atach ;
COTTeTty, i
Place fwemb and fingers at the
lenction of the areola and

breast: faiten areola to :
encauragze wWwtant fo take the :
entire nipple a1d arecla into the
maouth.

Weow asupporlive bra,

Take wariz showers and

Uy evpress milk before or

r oreastieeding.

Cold comrpresses and pain-

rellevers may pelp if swelling
suind o ¢hest and under

! : I
Sesk lear care for antibioiic |
meziment {Fi-i4 daye). ;
Appis beat before the startof

brzasifeeding.

WMassase the bieasis before
hreastiveding,

Continue feuding on both ‘
breasts staring oil the
unaffecrd <ide, !
Broasifecd freguently, !
[swressz maiernal fAuid intake. i
Apply ookl compress or warm
pack w hreasts after feeds.
Encourage maternal bed rest.
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Attachment 2
Postnatal Contraception

Postnatal infertility usually lasts for approximately six weeks for the woman who
does not breastfeed exclusively. Sometimes the infant’s on-demand paticrn of
feeding may not support prevention of ovulation. For these reasons and to provide
maternal recuperation belore another pregnancy occurs. contraception should be
offered during the postnatal penod.

Table 2. Contraceptive Method Options

E Breastfeeding Women~ = "~ Nea-Breastfeeding Women

g -2 : S -
: Immediate (First Choice): " Immediate: ;

s LAM « Posmatal sterilization imale or female)

¢ Condom » Norplant insertion

s IUD « |UD
* Voluntary Surgical Contraception s Depo-Provera injection 1
. *  Progestun-only pills ‘
! o Condoms (male) :
: * Abstinence: according to cultural and
, reiigious pracuices. counsel regarding !
i other options and Emergency

Contraceptive Piils (ECPY.

Beginning 6 weeks after Delivery (Second Beginning 3 Weeks after Delivery :
| Choice): fto reduce the risk of thrombeoemboiism):
i ¢ Progestin-only pills s Combined oral contracepuve piiis {COCs)
i« DMPA

* Norplant

e Spermicides

s Fenility Awareness (when an identifizbic

pattern of fertility signs returns)

Beginning 6 weeks after Delivery (Third Beginning 6 weeks after Defivery:

Choice): *  Spermicides {foam. cream, jellies)

+ Combined oral contraceptives e Diaphragm. where availabie

*  Fernibtv Awareness Method Cervical

Mucus Method (CMM), once menstryal
cycies have resumed.
*

Advise all women about Emergency C onlnceplioh and provide, if requested.

Process
¢ Before discharge {preferably introduced during anienatal visits). review the
contraceptive oplions.
o Review client’s history and labor/delivery course; screen for factors that
would keep the weman from safely using her preferred method.
o Ifthe client’s preferred method can be provided immediately:

Posmatal Care 7
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o QGive the contraceptives.
o Give a contraceptive supply for the number of weeks until the next
foflow-up visit,

o Ifthe client’s method of choice is best iniuated four to six weeks afier
delivery, provide condoms with instructions.

s Give appoint for follow-up visii six weeks or when necessary. based on the
client’s needs.

Foliow-up Visits
* Review postnatal course with client. review symptoms of infection:
breastfeeding experience.
+ Review postnatal course with chosen contraceptive.
¢ If satisfied and no precautions exist. provide re-supply.
< If not satisfied, counse! for contraceptive optiens and provide client’s
ciwsen method.
o If practicing L. AM. assess whether client still fits the criteria for its
use:

LAM Criteria

A woman can usc LAM if she answers “Ne™ to ALL of these questions:

» 15 yvour baby 6 months old or older?

» Has your menstrual period returned? (Bleeding in the first 8 weeks
postnatally does not count.)

» Is vour baby taking other foods or drink or allowing long periods of time (4 |

or more hours? without breastfeeding. cither day or night?

r
|

- If the woman answers “Yes™ to any one of these questions, she cannot rely on LAM for |
| prevention of pregnancy, but she can continue to breastfeed her baby while using a
! method of contraception that will not interfere with lactation.

| ]
o IfYes and client wants to continue using LAM. support client and
provide condoms and spermicide for possible change in criteria before
the next visit.
o If No, or client wants to change method, counsel en contraceptive options
and provide client’s chosen method.
+ Give a follow-up visit based on when the client is due to return: six weeks,
three months, or six months.
o Make necessary referrals if other reproductive health or other heaith needs are
noted.
Postnatal Care 8
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FAMILY PLANNING

LEARNING OBJECTIVES

To provide the woman with the most appropriate. safe. effective fam:ds planning
method for her.

To educate the woman about the impontance of family planning for her health.
family and societx.

To provide monitoring and follow up care 1o aveid unwanted discontinuation of
birth spacing.

To pravide other reproductive health promotion senvices like sereening for breast
and cervical cancer.

To previde diagnosis and treatment of genital infections and STD's

TEACHING STRATEGIES

L]
[ 2

Group discusston together with iecture presentation

Role play of counseling siwations

L'se of teacning medels or simulators e practice application of condoms, irsertion
of IUD. insertion of Norplant

MATERIALS OR EQUIPMENTS NEEDED

White Board. Flip Charts

Overhead Projector

Markers

Pelvic models for practice in pehic exam and IU'D insertion
(When appropriate) — arm mode! for practice in Norplant insertion
Penile models (or bananas) for practice in condom use

LEARNING POINTS

Introduction

In 1976. the average Jordanian woman had 7-8 chiidren during ker reproductive vears.

This has steadilyv decreased recently, and in 1999, the a\ erage woman has fewer than
4 children overall. Much of this decline has been because of the use of birth spacing
methods, especialiy the use of modern methaods of birth contrel. Currently. almost
55% of all Jordanian women of reproductive age are using some form of bisth
spacing, and 34% are using some form of modern birth conmrol method. The National
Population Strategy would like to increase the use of effectin e methods of birth
control, especially among the young and the rural women.

A woman and her husband mus1 consider many factors in deciding upon a method of
birth control, such as desired spacing between pregnancies. age of onset of child-
bearing, total number of children desired. and the advantages and potential
disadvantages of the various methods. The couple must be carefully counseled about
the options available, and the advantages and disadvantages of each. in addition. the
health care provider must consider the various contraindications of each method. and
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match desired methods with the individual medical situation of the client. To
accomplish this task, the health care provider must be knowledgeable in the various
birth control methods, and be able 1o effectively communicate with the woman or
couple regarding this sensitive area.

Types Of Counseling

e  Definition of counseling:
Counseling is a two way process of conyimunication by which one person helps
anther 1o identify her or his reproductive health needs and to make the most
appropriate decisions concerning those needs. This is characterized by an
exchange of information, ideas discussion and deliberation.

¢ General counseling

- Takes place on first visit

— Needs of clients discussed

- QOptions given

—  Questions answered

- Misconceptions / myths discussed

—  Decision made
* Method or service specific counseling

—~ Decision and choice made

- More information given

— Screening process and procedures explained

- Instructions given

— What to do if problems develop

- When to retumn

- Handouts given to take home
¢ Retumn and follow up counseling

— Problems and side effects discussed and managed
Continuation encouraged unless major problems exist
Instructions should be repeated
Questions answered and client concerns addressed

The six principles of counseling

1. Treat each client well

s« Be polite

Show respect
Create a feeling of trust
Provider and client speak openty
Answer questions patiently
Ensure confidenuality

2. Interact
s Listen
Leamn
Respond
Understand needs, concerns and individual situations
Encourage

Family Planning 2
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Tailor information to the client
o Leam what information the client needs
s Personalize the information to the cliems needs

(]

4. Avoid too much information
» Don’t overload
e Keep time for questions. concerns and opinion

A

Provide the method that the client wants

o Help client make their own informed choice
o Respect that choice

o  Gently correct mistaken ideas

6. Help the client understand and remember
» Show samples and materials available
= Give printed materials
+« Remind cliems what to do
o Repeat information as needed

Family Planning Issues to Discuss
When discussing a contraceptive method. consideration should be focused

on the following:

Effectiveness

Advantages and disadvantages
Side effects and complications
How to use

STD prevention

When to retum

Characteristics of effective counselors
e Understands and respecis the client’s right s
¢ Eamns the client’s trust
» Understands the benefits and limitations of all contraceptive methods
e Understands the cultural and emotional factors that affect a woman's
decision to use a particular contraceptive method.
Encourages the client to ask questions
Uses non-judgmental approach which shows the client respect and
kindness
Prescnts information in an unbiased. client sensitive manncr
Actively listens to the client’s concerns
Understands the effect of non-verbal communication
Recognizes when she'he cannot sufficiently help a client and refers the
client to some one who can

Communication Techniques
Non verbal communications like nodding . or hand movement for grecting ,
smiling for welcome ~ the ROLE principie:
R - relax
O - open and approachable
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L - listen
L - eye contact

Ferbal communication - the CLEAR principle:
C - clarify
L - listen
E - encourage
A — acknowiedge
R -reflect and repeat

PREVENTION ISSUES and HEALTH EDUCATION MESSAGES

¢ Birth spacing is important for the health of the mother. and to enhance family
structure

¢ Birth spacing provides significant economic benefits for voung families

e Address social, religious, and other messages about contraception

» Because of the many methods of birth spacing available, a method acceptable to
the couple should be available

o The decision regarding whether or not to use contraception and which method
should involve the marriage couple, not just one or the other

e At the first visit, ALL methods appropriate for the couple should be described and
discussed.

e [f the client is not ready to make a decision, do not force the issue — make a note
in the medical record to review the issues at later visits

CRITICAL POINTS FOR REFERRAL TO SPECIALIST

Rarely a client needs special counseling skiils speciallv if verbal communication
is not feasible, however these special situations are managed by involvement of
other family members.

CASE STUDY

It is suggested that role play and group participation in the observation of
counseling practice be done were all can attribute in feed back and reflections ,
the whole participants should have the opportunity to demonstrate , and improve
his or her skill under guidance from trainer.

Roles to be adopted :

e A client with difficulty in memorizing, understanding, needing to repeat
instructions several times , when assigning role to participant , the participant
having the role of provider should not be informed beforehand .

e One participant playing a role of a disinterested client with difficulty in
concentrating , and keeping track with what is said.
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CLIENT ASSESSMENT FOR PREGNANCY BEFORE
CONTRACEPTIVE USE

HOW TO BE REASONABLY SURE A CLIENT IS NOT PREGNANT

You can be reasonably sure a client is not pregnant using the following checklist of
questions:

' NO | YES
: " 1. Are you less than 6 months postpartum AND breastfeeding
t i completely AND are free from menstrual bleeding since
vour delivery?
‘ . 2. Have vou had NO sexual intercourse since your last
' mensiruation”
! _ 3. Have you given birth in the last 4 weeks? !

_ 4. Did your last menstrual period start within the past 7 days?

L

Have vou had a spontaneous abortion in the past 7 days” |

" 6. Have you been using a reliable contraceptive method \
correctly and consistenth?

I Iyl

- Client answered NOto | Client answered YES to al :
"~ ALL of the questions i least one of the questions

| Pregnancy cannot be ruied i Client is free of signs or

! out ) . svymptoms of pregnancy,

. such as nausea. breast :
! * enlargment or tendemess !

B —

< -
Client should wait for the I Client may use her desired '
next menstruation, or use a ’ - contraceptive method E
pregnancy test before | i
, beginning desired |
contraceptive method ! !

(from: Family Health Imemational)
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When a woman is more than 6 months postpartum you can still be reasonably
sure she is not pregnant if:

o  She has kept her breastfeeding frequency high,
»  Has still had no menstrual bleeding (amenorrheic), and
* Has no clinical signs or symptoms of pregnancy.

Pelvic examination is seldom necessary, except to rule out pregnancy of
greater than 6 weeks, measured from the last meastrual period (LMP},

Pregnancy testing is unpecessary except in cases where:

s It is difficult to confirm pregnancy {i.e., 6 weeks or less from the LMP);or

o The results of the pelvic examination are equivocal {e.g., the client is
overweight, making sizing the uterus difficult).

In these situations, a sensitive urine pregnancy test (i.e., detects <50 mIU/ml of
hCG) may be helpful, if readity available and affordable. If pregnancy testing is
not available, counsel the client to use a temporary contraceptive method or abstain
from intercourse until her menses over or pregnancy is confirmed.
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266



CLIENT ASSESMENT

Table I. Summary: Client Assessment Requirement for ATl Contraceptive Methods

F | "BARRIER | HORMONAL

: ' NATURAL, ' METHODS - METHODS "VOLUNTARY .
ASSESSMENT  LAMOR (Condem, | (COC,POP. D STERILIZATION |
" WITH- ' Diaphragm. DMPA, or " (Female/Male)
" PDRAWAL or Nerplant)
: ; Spermacide
Reproductive ' YES YES YES
i Heaith Yes Yes ; (See Client {See Cliemt  (Se¢ Guiding
! Background , ' Assessment Assessment © Assessment
! | : _ Checklist) Checklist)  Checklisn)
i Historv of STD NO NO | Yes Yes . Yes
. PHYSICAL
| EXAMINATION |
. Female "NO | \O b . b Yes
| General i No No
- {including BP) i .
i Abdominal - NO INO b Yes Yes
| ; | No .
¢ Pelvic Speculum | NO _NO \ b.c “Yes t Yes
! : ' O
Pelvic Biannual ...a ., c Yes Yes
Male (groin.penis. ) E
testes and i :
| scrotum) | NO NO INA NA Yes

a . . .
Required to size /fit diaphragm.
If screening checklist responses all negative (NO), examination is not necessary.

¢ Only necessary if pregnancy is suspected and pregnancy test is not available
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COMBINED ORAL CONTRACEPTIVES (COCs)

Description
Combined oral contraceptive are preparations of synthetic estrogen and progesterone
which are highly effective in preventing pregnancy

Effectiveness
0.1 pregnancies per 100 women each year when taken consistently

Mechanism of Action

¢ Suppress ovulation through inhibition of hypothalamic-pituitary axis.
e Thicken cervical mucous (prevents sperm penetretion.)
e Change endometrium (making implantation less likely.)
» Reduce sperm transport in upper genital tract (Fallopian tubes.)
COC Indications for Use
Couples needing birth contro! for birth spacing.
+ Naulliparous women.
e Nonlactating postpartum women (combined oral contraceptives.)
s Need for short or long-term reversible contraception.
e Need for postcoital birth control (emergency contraception. )
¢ Immediate postabortion period.
® Acne,
o Heavy or painful menstrual periods.
¢ Recurrent ovarian cysts.
¢ Family history of ovarian cancer
COC Advantages
¢ Ingestion unrelated to sexual activity.
e 99% effective if used correctly and consistently.
» Greater effectiveness.
o Reversible, rapid return of fertility.
+ Correction of menstrual alterations.
o Prevention against ovarian, endometrial and breast cancer.
» Prevention against benign diseases of the breast.

COC Disadvantages and Potential Side Effects
Serious, but very rare:

Thrombophiebitis and pulmonary embolus
Stroke
Hypertension

Not serious, but somewhat more frequently seen

Non menstrual weight gain

» Nausea

e Dizziness

e Acne
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Breast tenderness

Headaches: occasiorally migraine
Mood changes

Chloasma.

Changes in libido

Irreguliar vaginal bleeding
Amenorrhea

Types of COC

s Monophasic: a fixed concentration of estrogen and progesterone hormone
through out the cycle — 21 and 28 day packages

¢ Multiphase : biphasic or triphasic variations of concentration of ¢strogen and “or
progesterone throughout the cyvcle

COC Specific counseling
1. 1f client chooses COCs :
- assure client knowledge of COCs including myvths and rumors prior use of
COCs
- explain in clear and non-technical language:
» advamages of COC including non contraceptive benefits
= how the pili works and the need to take it cvery day
* common side effects of the COC as above
Respond appropriately to clients” questions.
Screen client for COC precautions using checklist for COC users:
- ask all questions on history checklist
- perform health assessment as detailed betow
- determine that no contraindications exist
4. Explain and demonstrate appropriateiy the foliowing:
- how to use
- when to start
what 1o do if client misses one or more pills
kow client uses condoms / spermicide
when a back up method is needed to be used
5. Ask client 1o repeat back instructions and correct any errors.
6. Explain in an non alarming way to give carly pill danger signs. and instruct client
what 10 do if any occur.
7. Ask client to repeat key instructions.
8. Provide client with at leas! a three month supply of COCs. Provide client with
condoms and ' or spermicide
9. Reassure client that she may change the pills or trv another method if she does
like these COCs. Reassure the client that the doctor is available to see her if she
has any problems, questions or needs advice.
10. Plan for a return visit and give the client a definite retumn date.
11. Document the visit on the client record.

el

L]

Health Assessment
The purpose of the health assessment is to determine the clients suitability for oral

combined contraceptive. Health assessment should include:
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A. Medical histor

s Drug history

« Age

» Relevant family and past medical history

Gynecological history including LMP and menstrual patiern
Smoking history and current medication.

L ]

Physical examination thar includes:

Weight

Blood pressure

Examination of extremities for varicosity’s or sign of phlebitis
Check skin and eyes for jaundice

Breast examination (with instructions for self examination)
Bimanual pelvic examination and inspection of the cervix
Other examinations as indicated by medical history

LI

. Laboratory tests.
Urine for glucose and protein
Pap (cervical ) smears for screening purposes.
Others as indicted by medical and‘or physical examination.
COCs should not be withheld due to an absence of part or all of the physical or
laboratory examinations, if no contraindications are found or exist in the medical
history.
¢ The required examinations should be scheduled within the following three
months.
e The medical history and the results of the examinations must be documented in
the clinical records of each client especially the presence or absence of any
possible contraindication and/or special situation.

...'q

Contraindications to Use of COC (Absolute and Relative)

¢ Pregnant

s Breastfeeding (less than 6 months postpartum)

s Active smoking and over age 35

e Increased risk of cardiovascular disease (hypertension, diabetes with vascutar
complications, history of deep vein thrombosis or embolus, severe headaches with
focal neurologic symptoms)
Pre-existing conditions such as active breast cancer, tumors of the liver
Unexplained vaginal bleeding
Current use of some drugs (especialiv long-term antibiotics, rifampicin,
phenytoin. cabamazepine, barbiturates, primidone, grizeofulvin)

Initial client instructions

1. Start with combined monophasic preparation containing 30-35 microgram of
estrogen (i.e. Microgynon)

2. Change the type of pill only if there are side effects significant enough to cause
the client to consider discontinuing or changing pills

3. Provide the instructions clearly in a language appropriate to the background of the
client.
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Client can start taking piils:

- Anytime the women is not pregnant

- If the woman wishes to start the pills on a particular dav that is bevond the 7
days of her menstrual cycle. she has to use backup method for the next 7
davs

- Days 1-7 of the menstrual cycle

- Postpartum after 6 months il using LAM

- After 3-4 weeks if not breast feeding

- Post abortion (immediatelv or within 7 days)

The client should 1ake one pill everyday at the same time unti! the cyvcle is

finished.

If the client is using 21 pill cycie. she should skip seven davs before s1arting a new

cycle.

Client should be advised that if she misses one or more pill. she may have some

spotting or break through bleeding, but more important, she will be at greater risk

of becoming pregnant.

In case of missed pills:

o If one pill is missed. the client should take the pill as soon as she remembers

o If two pills in the first two weeks are missed. the client should take two pills
on two consecutive davs and then continue the rest of the cyele as usual {back
up method should be used).

o iftwo pills are missed in the third week, or if three or more pills are missed at
any time. the client should discard the current cyvcle and start a new one
immediately.

o In all previous cases. the client should use a backup method for a minimum of
one week.

Retura visit counselling

1.
2.

o

bl

Ask client if she is satisfied with the COC.
Ask client if she is having any problems or experiencing any side effects. 1€ yes.
manage as appropriate.
Ask client to describe / how she is taking the COCs.
Repeat the historv check list.
Update the medical history and perform:
- blood pressure
- weight
Briefly review key messages/insiructions and ask client 10 repeat.
Provide at least another 3 cyvcles of COCs.
If client wants to discontinue the COC. help her make an informed choice of
anather method.
Encourage client 10 come back at any time if she has questions or problems.
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COMBINED ORAL CONTRACEPTIVE

Interactions With Other Drugs

COMMONLY USED OR ADVERSE EFFECTS COMMENTS AND
PRESCRIBED DRUGES RECOMMENDATION
Analgesics Possible decrease Monitor pain-relieving response.

Acetaminophen ( Tylenol ,
paracetamnol others)

pain_relieving effect (
increased drug excretion )

Antibiotics ___ griseofulvin and
rifampin

NO documented clinical effect or
significance has been established
for penicillins, tetracycline,
cephalosporins and other
commonly used antibiotics.
Hormonal methods be used no
backup method is routinely
necessary with these antibiotics.

Decreased contracpitive
effect with COCs and CICs,
especially with fow-does
COCs, 30-35 ug ethiny!
estradiol {EE).

Help client choose another
method or use higher estrogen pili
(50 ug EE) or backup method

{e.g. condoms).a

Antidepressant
( Elavil , Novpramin , tofranil and
others)

Possible increase
antidepressant effect

Use with caution. Low doses are
probably safe.

Antihypertensives
Methyldopa (Aldoclor , aldomet
and other )

Possible decrease
antihypertensive effect

Use COCs and CICs with caution,
! monitor BP,

Antiseizure

Braiturates ( phenobrabito! and
others )

Carbamazepine ( tegero] )
Phonation ( dilation )
Primidone ( Mysoline )

Decreased contraceptive
effect with COCs and CICs,
especially if lowest does
COC used.

Possible increase phenytoin
effect

. Help client choose another
method or use higher pill (50 ug
E EE) or backup method (e.g.,

a

condoms)
|
\

Beta_blockers

Possible increase beta-

Meonitor cardiovascular status.

(Corgard , inderal , loperssor , blocker effect
tenormin ) ! 1
Bronchodilators increase theophylline effect | Monitor for symptoms of

Theophlyline ( bronkotabes ,

marax , primatene , quiborn terdal

, theor dur and others)

* theophylline overdose.

Hypoglyceminics
( diabinese , orinese , tolbutamide
, tolinase )

Possible decreased

- hypoglycemic effect

. Monitor blood glucose as for any |
- diabetic patient.

Tranquilizers

Benzodiazepine ( Ativan , librium
, serax , tranxene , valium , xanax
and others )

Possible increased or
| decreased tranquitizer
' effects including
_ psychomotor impairment

. Use with caution. Commonly
prescribed dosages are unlikely to
! result in significant effects.

Family Planning
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PROGESTERONE-ONLY PILLS (POPs)

Description:
The Progesterone only pills (POPs) is an orai hormonal contracepiive containing onh
progesterone in a smaller dose than in the combined piils.

Effectiveness:
When taken at the same time every day (0.5 — 0.10 pregnancies per 100 women
during the first year.)

Types:

35-pill pack —» 300-mg lovonorgestrel

28 pill pack B5—» mg norgestrel (Overate. Femuicn)
Advantages of POP

» Same as for COC

e May be 1aken while breast feeding

+ Mav eliminate some of the side effects noted with COC, such as hypertension,
breast tendemess. weight gain. peripheral edemz

Disadvantages and Potential Side Effects of POP
® lmregular menstrual bleeding

* Headaches
¢ Chloasma of face
* Depression

Contraindications to ase of POP (absolute and relative)

Pregnancy

Active breast cancer

Unexplained vaginal bleeding

Liver disease (active viral hepatitis. cirthosis. tumors)

Current use of some drugs (especially long-term antibiotics, rifampicin.
phenytoin, cabamazepine, barbiturates, primidone. grizeofuhvm)

Client instructions
» Provide instruction clearly and in 2 language appropriate io the backgrounds of the
client
o client should stan the first cycle of POP :-
- within the first five days of the menstruation preferabiy first day
- any time the client is sure she is not pregnant
- postpartum , after 6 month if using LAM .after 6 week's if breast feeding ( not
on LAM ) immediately or within 6 wecks if not breast feeding
- post abortion :immediately
Client should take onc pill every day al same time until the cvcle is finished.
She should start a new cycle the day afier she previous cycle without a break .
Client shouid be informed . if she misses one or more pill . she could have some
spotting . break through bleeding or pregnancy . she should start taking the pill as
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soon as possible and she should use backup method for the next 48 hours after
restarting the pills.
Diarrhea and vomiting interfere with the effectiveness of the pill . In these cases
the use of backup method for at least seven davs is required.
Client should consult the clinic if she experiences side effects. has any concemn or
problem concerning the bill.
Client should have a date for the next visit and the name of the pill she has been
given.
Encourage the client to ask questions 1o clarify any uncertainties and request her to
repeat the basic instructions to check for understanding.
Client should be advised about the foliowing side ¢ffects during the first three cvcle
and then usuvally disappear. They should not be a reason to discontinue the method:
- break through bleeding
- nauses, dizziness
- breast tenderness
- headaches (mild)
Acute vomiting, diarrhea and few medicines the POP effectiveness and for this
reason the use of backup method is required.
Client should consult the clinic if pregnancy is suspected or if she experiences any
of the following waming signs of complications:
- severe abdominal pain
severe chest pain, cough, shortness of breath
severe headache
eye problems - loss of vision or bhurring
severe leg pain in calf or thigh
- jaundice
Client should be given the date for her next visit and the name of the pill she took
Client should be encourages to ask questions to clarify any uncertainties and
requested to repeat the basic instructions to check for understanding.

Follow up care
The client should be seen after the first cycle and then every 3 months

Three months follow up protocol:

Update the client's address and how to contact her.
Access the client’s satisfaction with the method.
Determine if the client has had any problems or side effects and, if se record them
in her clinical record.
Update the medical history and perform:

- blood pressure

- weight

- any other examination if indicated
Provide appropriate counselling as required
Review with the client the pill danger signs and the instructions for taking the pili
Encourage the client to contact the clinic any time is she has any questions or
complaints.
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DMPA (DEPO-PROVERA)

Description:

Depot medroxy progesterone acetate

Trade name: Depo Provera. is a highly effective reversible contraceptive method. It is
a three month injectable, containing a <ynthetic progestine which resembles the
fernaie hormone progesterone. Each dose contains 150 mg. which is released siownhy
into the blood stream and provides the user with a safe and highly effective form of
contraception.

Type and Dosage:
Depo Proverz 150 mg. (NET-EN) 200mg 2 months

Effectiveness:
Pregnancy rate usually lower than one per 100 woman vears with siandard regime.
cffect comparable to Norplant . TCU 380 A 1UD. and voluntary stenlization.

Mode of Action:

¢ Inhibits ovulation

e Thickens the cervical mucus
o Thins the endometrial {ining

Indications:

Apprupriate for any woman who:

» Desires an effective long-acting reversible method

Prefers a method that requires no preparation before intercourse
Wants a convenient method

Does not want others 1o know about it

Does not want to keep the method at home

Cannot comply with oral contraceptives

Cannot use estrogen containing method

Completed her family size, but docs not desire sterilization

Advantages of DMPA:

Reduces frequency of fibrosis

Reduces frequency of ovarian cysts

Reduces incidence of pelvic inflammatory disease

Relieves premenstrual tension

Prevents anemia

Reduces symptoms of endometriosis

Reduces sickle cell crisis in Africans with sickle cell disease or trant
Decrease the frequency of epileptic seizures in women with epilepsy

Disadvantages:

e Long acting cannot be easily discontinued or removed
e Does not protect against HIV/STDs

s Irregular menstrual bieeding
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Headaches
Chloasma of face
Depression

Contraindications te Use of DMPA

Pregnancy '

Active breast cancer

Unexplained vaginal bleeding

Liver disease {active viral hepatitis, cirrhosis, tumors)

Current use of some drugs (especially long-term antibiotics, rifampicin,
phenytoin, cabamazepine, barbiturates, primidone, grizeofulvin)

Other considerations for caution in use (May be given, but client must be
monitored closely)

Diabetes
Hypertension
Depression

Timing of DMPA

First injection may be given any of the following times when the woman is not
pregnant;

- First 7 days after the start of menses

- Immediately or within 14 days following induced or spontaneous abortion

- Immediately postpartum or up to 38 days after delivery if not breast feeding
- Between 6 weeks and 6 months if breast feeding

- Atany time if the woman has not had intercourse since her last menses

- At any time if reliably using another effective method of contraception
Injections repeated every three months up to 2 weeks after last injection, or 4
weeks prior to scheduled date

Potential Complications and Side Effects

® » & & o 3

Menstrual changes, irregular, prolonged bleeding or spotting usually occurs.
Increased appetite causing weight gain.

Delav in retum to fertility.

Headaches

Mood changes

Nausea

Abdominal pain

Breast tenderness

Heavy bleeding may occur

Information Needed at Followup Visits
Relevant information needed about:

Blood pressure
Menstrual changes
Weight gain
Headaches

Minor side effects
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+ Heavy menstrual bleeding

DMPA method specific counseling

Ask her what she knows about DMPA. Correct any myths rumors or
misinformation.

Explain how DMPA works and its effectiveness in preventing pregnanay
Explain the potentia; side effects of DMPA:

tee 2

Changes in menstrual periods tirregular spotting. not pericds:
Possible delay in retumn o fertiliny of average eignt months

She may gain weight

She may feel some depression

Explain with client how irregular or increased bleeding may aflect her
daily life. and if a delay in return te fertility is important 1o her.
Explain what to expect regarding injection. frequency of retum isits.
Ask the client it she has any questions and respond to them.

Screen for precautions using DMPA screening checklist iattachedy.
Ask ail questions on history checklist

Check weight and blood pressure

Record findings

Administration of DMPA
If no concemns are present. prepare and administer DMPA injection according 1o
following steps:

!, Wash hands

2. Check vial for contents (dosage)

3. Gently shake DNIPA vial

4. Open sterile package

5. Attach needle to sytinge

6. Draw DMPA into syringe

7. Wipe site of injection and allow antiseptic 10 drv

8. Administer 150 mg deep IM in deltoid or gluteal area
9. Do not massage site of injection

10. Wash hands

11. Repeat the tollowing important instructions to client:

{2) DMPA injections 1ake cffect immediately if given between |-~ days of
menstrual cvcle. other wise client must use backup method or abstain
form intercourse for 24 hours following first injection.

{b) Return for next injection in 3 months, client may be up 10 2 weeks late
in returning and still be protected from pregnancy. Howesere, it is
better for client to return on time.

{c) Remind client of menstruai changes she may experience and
possibility of weight gain.

(d) Remind client to inform other heaith care providers she is on DMPA.

{e) Reassure client she may return at any time is she has questions or
concems.

() Discuss with client returning immediately if she has any of the
following problems:

- Heavy vaginal bleeding
- Excessive weight gain
- Headaches
Family Planning 17
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- Severe abdominal pain
12. Have client repeat back to you important instructions
13. Give client booklet with next appointment (time & date)
14. Document / record the visit according to locat clinic guidelines

Return visits

Ask for any problems or complaints.

s Repeat the history checklist.

o Check blood pressure and weight.

» Ifclient has developed any concerning symptoms or wants to discontinue DMPA,
help her make an informed choice for other methods.

s Ifclient is satisfied with DMPA method. no concerning symptoms (such as
suspected pregnancy, severe headaches, or severe vaginal bleeding) exist, and she
wishes to continue, give repeat DMPA injection.

Follow up
e Discuss her experience with the method
e Ask about satisfaction
e If having side effects:
- Perform physical examination
- Reassure
- Manage accordingly
- If cannot be managed — refer to gynecologist
Use back up method if needed
Give injection if satisfied
Choose another method if dissatisticd
Reassure that she can come any time, or every 3 months
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NORPLANT

Description
Small capsules containing progesteronc (Levonorgestrel) which are implanied under the
skin of the upper arm, and releasc the medication slowly over £ vears

Effectiveness
Pregnancy rate usuaily lower than one per 100 woman vears

Indications for Use - A woman who:

Desires an effective long-acting reversibie method

Prefers 2 method that requires no preparation before intercourse

Cannot comply with oral contraceptives

Cannot use estrogen containing method because of smoking or agz or side etfects
Completed her famiiy size. but does not desire sterilization

Advantages of Norplant

Reduces frequency of fibrosis

Reduces frequency of avarian cyvsts

Reduces incidence of pelvic inflammatory disease

Relieves premenstrual tension

Prevents anemia by reducing menstrual blood loss

Reduces symptoms of endometriosis

Reduces sickle cell crisis in Africans with sickle cell disease or trait
Decrease the frequency of epileptic seizures in women with epilepsy

Disadvantages and Potential Side Effects:

Cannot be easily discontinued or removed — requires minor surgen
Some tendemness and bruising at site of insertion for 3-7 days
Does not protect against HIV/STDs

Irregular menstrual bleeding

Headaches

Chloasma of face

Depressicn

Infection at the site of implant

Implants may be visible to others in certain circumstances

Contraindications to Use of Norplant (Same as for POP aad DMPA)

Pregnancy

Active breast cancer

Unexplained vaginal bleeding

Liver disease {active vira! hepatitis, cirrhosis. tumors)

Current use of some drugs {especially long-term antibiotics. nfampicin,
phenytoin. cabamazepine, barbiturates, primidone. grizeofuivin)
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Other considerations for caution in use {May be given, but client must be
monitored closely)

s Diabetes

s Hypertension

¢ Depression

Timing of Insertion of Norplant

e During the first 7 days after onset of menstruation

¢ Immediately postabortion

¢ Immediately postpartum in non-breastfeeding women
e After 6 weeks postpartum in lactating women

Method Specific Counseling for Norplant
s  Ask her what she knows about Norplant Correct any myths/rumors or
misinformation.
o Explain how Norplant works and its effectiveness in preventing pregnancy
o Inserted through a needle into the upper, inner arm
o Requires injection of local anesthetic. which makes procedure painless
o Capsules will be visible and palpable in upper arm
o Effectiveness begins within 24 hours (if placed within seven davs of beginning
menstrual cycle), and lasts continuously for 5 vears
o Capsules may be removed at any time, but it will require local anesthetic, and
a minor surgical procedure.
+ Explain the potential side effects of Norplant. as detailed above:
Possible wound infection after insertion
Changes in menstrual periods (irregular spotting, not periods)
Possible delay in return to fertility of average 1-3 months
She may gain weight
She may feel some depression
Explain with client how irregular or increased bleeding may affect her daily
life, and if a delay in return to fertility is important to her.
o Explain what to expect regarding injection, frequency of return visits.
Ask the client if she has any questions and respond 10 them.
Screen for contraindications using above list
Check weight and blood pressure
Record findings

oo o e a0

Follow up counseling

» The women should be asked if she is happy with the method and if there have been
any problems since her last visit.

¢ She should be given specific instructions for what to do if she wants to have the
Narplant implants removed at any time.

o False rumors should be corrected
Instruments:

Proper instruments should be available: template, knife, gauze, gloves, syringe,
antiseptic, anesthetic, sodium bicarbonate, soup, Norplant capsules, round plaster
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Infection Prevention for Instruments

Thoroughly wash hands and rinse (wear gloves and other protective barriersi

Decontamination. soak in 0.5% chlorine solution

Autoclave 106 kpa pressure. 121 C {20 mins unwrapped or 30 mins wrapped)
OR

Dy heat 1 70 C for 60 minutes or 160 C for 120 minutes

High level disinfecting (HL.D)
Boil or steam . lid on tor 20 mins
Chemical, soak 20 mins
Cool., use immediately. or store {source WHO 1990)

Implants should be approved by Minisiry of Heaith and Health Care
Procedure

Insertion
ACCORDING TO THE ATTACHED PROTOCOI

Removal

Follow-up care

Unless there is a problem or she has questions, the client does not nexd to return until she
has the Norplant removal (in § vears) or when removal 1s desired or needed. Client
should return to the same clinic if she has any of the foliowing medical problems.
pus or bleeding at the insertion site

expulsion of the capsule

delaved menstrual period

heavy vaginal bleeding

prolonged vagina! bleeding

sever lower abdominal pain

episodes of migraine. repeated bad hcadaches or blurred vision

jaundice
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INTRAUTERINE DEVICE (IUD)

Description
A “T" shaped piece of plastic covered with copper. which is inserted into the uterus
through the cervix

Effectiveness of ILD
1 pregnancy per 100 women per year

Mechanism of Action of IL'D

o  Transport of sperm and egg through the fallopian tube is altered. preventing
fertilization.

o  Destruction of sperm and cgg secondary to inflammatorv changes in the uterus
and secondary to copper.
Increased prostaglandin production.
Copper ions inhibit sperm transport in endocervical mucus and endometrial cavity
Sterile infammatory reaction

Indications for Use — A woman who:

« Wants long term contraception that she does not have to remember to do
something
Cannot or does not want to take pills

s Cannot tolerate the side effects of hormonal metheds (COC. POP. DMPA,
Norplant)

o [s breastfeeding and wants a secure method of birth spacing

¢  Wants a reversible form of hirth spacing

e Wants a method that does not require preparation before intercourse

Advantages of IUD

Lack of systemic effects. excellent choice for breastfeceding women
Low cost

Easy insertion and removal

Excellent reversibility

Highly effective in preventing pregnancy

Unrelated to sexual act.

Disadvantages and Potential Side Effects

Irregular vaginal bleeding

Cramping and pelvic pain, especially with menstruation
Expulsion of IUD with loss of protection

Perforation of uterus

Pelvic Inflammatory Disease (PID)

Higher incidence of ectopic pregnancy

e O & & & 9

Contraindications of Use of IUD (absolute and relative)
+ Pregnancy
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Between 48 hours to 4 weeks postparum.
Puerperal sepsis postpartum.

Post septic abortion.

Cervical cancer under treatment.

P.LD current. or within last three months.
S.T.D within last three months. or high risk of STD
HIV / AIDS

Trophoblast disease.

Pelvic berculosis

Endometriosis.

Aliergy to Copper {(for Cu T type only).
Anomalies distorting the uterine cavity.
Anemia.

Linexplained vaginal bleeding.

Timing of Insertion of IUD

e During the first 7 days after onset of menstruation
e [mmediately post-abortion

s  After 4 weeks postpartum

Pre insertion counseling

1. Greet client in friendly and respectful manner

2. Review indications and contraindications (above lists) to determine if the client is
an appropriate candidate for the IUD.

3. Assess client’s knowledge about the IUD s major side effects

4. Be responsive to client’s needs and concerns about the IUD

5. Describe insertion and what to expect

Pre insertion Examination

Obtain or review brief reproductive health history

Conrfirm that no contraindications exist to insertion of IUD

Wash hands with soap and water

Ask client to empty her bladder

Palpate abdomen and check for suprapubic or pelvic tenderness and adenexai

abnormalities.

Explain procedure again and encourage her 1o ask guestions.

Put new examination (disposable) or HLD or sterile (reusable) gloves on both

hand.

8. Perform speculum examination.

9. Collect Pap specimen or vaginal and cervical secretions. if indicated.

10. Perform bimanual examination.

11. Perform rectovaginal examination. if indicaied.

12. Remove gloves and properiy disposes (single use) or immerses {reusable) in
chlarine solution.

13. Perform microscopic examination. if indicated (and if equipment is available).

14. Wash hands thoroughly with soap and water and dries with clean cloth or allow to
air dry.

Bt

~No

Family Planning 23

233



TUD Insertion (See attachment protocol)

Load Tcu 380 A inside sterile package.

1. Put examination (disposable) or HLD or sterile {reusable) gloves on both hands.
2. Insert vaginal speculum (and vagina! wall elevator if using single —valve
spectlum)

Swab cervix and vagina with antiseptic

Gently grasps cervix with tenaculum or Vulscllum forceps

Sound uterus according to protocol

Set blue depth gauge on the loaded IUD inserter to the depth on the sound.
Insert the IUD using the withdrawal technique.

Seat IUD gently at fundus of uterus

Cut strings and gently remove tenaculum.

R ND AW

NOTE: If the uterus sounds to a depth of 10 ¢m or more, the sound may have
perforated the uterus. or the uterus may be enlarged due to tumors or prepnancy. DO
NOT insert an [UD. 1f perforation is suspected. observe the ¢lient in the clinic
carefully;

{a) for the first hour, keep the woman at bed rest and check the pulse and blood
pressure every 5 to 20 minutes,

{(b) If the woman remains stable after one hour, check the hematocrit / hemoglobin
if possible. allow her to walk, check vital signs as needed. and observe for
several more hours. [f she has no signs or symptoms, she can be sent home,
but should avoid intercourse for two weeks. Help her make an informed
choice of a different contraceptive.

(c) If there is a rapid pulse and falling biood pressure, or new pain or increasing
pain around the uterus, hospitalization is needed.

Post Insertion

Place used instruments in chlorine selution for decontamination.
Dispose of waste materials according to guidelines.

Remove reusable gloves and place them in chlorine solution.
Wash hands with soap and water.

5. Complete client record.

B o

Post Insertion Counseling

1. Teach client how and when to check for string,

2. Discuss what to do if client experiences any side effects or problems.
3. Assure client that the can have the [UD removed at any time.

4, Observe client for at least 15 minutes before sending her home.

WARNING SIGN FOR IUD USERS

Instruct woman to contact a health care provider or clinic if she develops any

of the following problems:

¢ Delayed menstrual period with pregnancy symptoms (nausea, breast
tenderness, etc)

e Persistent or crampy tower abdominal pain, especially if accompanied by not
feeling well, fever or chills (these symptoms suggest possible pelvic infection)
Persistent vaginal discharge or discomfort

» Strings missing or the plastic tip of the [UD can be felt when checking for the
strings.
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REMOVAL OF IUD
Pre Removal Counseling

1. Greet woman in friendly and respecitul manner

2. Ask client her reasen for remosal and answers any question she mas have

3. Review client’s present reproductive goais

4. Describe the removal procedure and what 1o expect.

5. Counsel regarding another birth spacings method if chient stili wiiling
Remoral of IUD

i. Wash hands thoroughly with soap and water and dnies with clean cloth.

2. Pu: new examination (disposabiel or sterile rreusablet gloves on both hands.

3. Perform bimanual exam.

4. Insert vaginal speculum 2nd look at length and positior: of sinings.

5. Swab cervix and vagina with antiseptic.

6. Grasp strings close to cerviy and pulls gently but firmly to remose IUD.

7. For routine removals. take out the IUD during menses. because i is easier

then.
8. Toavoid breaking the string. Apply gentle, steady traction and remove the

ILD Slowly. If the IL'D does not come out easily. refer 1o the specialist.

Post removal

LPP B P

bt

[F

Place used instrument in chlorine solution for decontamination.
Dispose of wasle materials according to gindeline.

Remove reusable gloves and place them in Chlorine solution.
Wash hands with soap and water.

Record 1L D removal in chient record.

Post removal counseling

1. Discuss what to do if client experiences any problems.
2. Counsel client regarding new contraceptive method. il desired.
3. Assist client in obtaining new contraceptive method or provides temporary
{barrier) method unti! method of choice can be started.
Family Planning 25
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LACTATION AMENORRHEA METHOD (LAM)

Definition:
Method that utilizes the temporary infertility that occurs during breastfeeding,

Mechanism of Action:
Suppression of ovulation

Criteria for effective LAM are:

1. Women who are fuily or nearly fully breastfeeding
2. Have no had rcturn of menses,

3. Are less than 6 months postpartum.

Advantages of LAM
It can be stared immediateiv afier delivery.
It is economical and easily available.
it does not require a prescription .
No action is required at the time of intercourse .
There are no side effects or precautions to its use.
No commodiiies or supplies are required for clients or for the familyv planning
program.
It is used for a limited time and serves as abridge to using other methods,
e It is consistent with religious and cultural practices.
It is 99% effcctive for at least the first 6 months after delivery

Disadvantages of LAM:
¢ Fully or nearly fully breastfeeding pattern may be difficult for some women to
maintain,

¢ The duration of the methods eftectiveness is limited 10 a brief six-month
postpartum period.

It can only be used by breastfeeding women .
e There is no protection against sexually transmtitted infections, including HIV .

Indications for LAM - A woman who:

e Does not want to or cannot use hormonal methods

¢ Wants short term birth spacing before having another child

e  Wants time to consider which long term method of contraception to use
¢ s concerned about possible side effects of the hormonal methods or IUD

Advantages of Breastfeeding
For the Mother

e Reduces hemorrhage postpartum

o Facilitates involution of the uterus

* Protects against ovarian and breast cancer

o Offers contraceptive protection {(LAM)

¢ Enhances maternal-infant bonding

s Reduces anxiety, stress, depression

¢ Enhances positive seff-image
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s Convenient and economical form of infant nutrition
* Hommones {prolactin. oxytocin) induces maternal behavior
o Increases relaxation and imteraction with infant

For the Infant

Prevents hyperthermia (low body temperaturc)

Supports growth and survival through strengthened maternal-infam bonding
Lower occurrences of infections (gastrointestinal, respiraton . otitis media)
Increases aleniness: stronger arousal reactions

Infanis tend to walk earlier

Breast milk is easy to digest

Enhances brain development thus infants tend 1o be more intelligent

Lower occurrences of allergy

Lower occurrences of infant abandonment

Stimulates infant social interaction

Fosters a sense of security

® & & » 9 & & » 0 & s

Complementary FP Methods for the Lactating Woman:

As soon as a woman relving on LAM for contraception no fonger meets all threc
criteria for L AM. she should stant a complementary contraceptine method. [f the
woman wishes to continue breastfeeding. the contraceptive methods available can be
ranked according 1o they have on her ability to breastfeed.

Non-hormonat methods of contraception are First Choice methods in this case, as they
do not interfere with breast milk and do not enter the bloodstream. These methods
include:

Condoms

Spermicides

Diaphragms

IUDs

Tubal ligation

Vasectomy

2 ¢ & & @

Progestin-only methods arc Secend Choice methods in this case. as thes do not
interfere with breastfeeding. Progestin-only methods include:

o DMPA (injectable)

» Progestin-only pills (POPs}

¢ Norplant implants

Third choice options include both estrogens. The estrogen in these methods can
reduce the production of breastmilk. and are thus generally not recommended. These
methods include:

e« Combined oral contraceptives (COCs)

¢ Combined injectable hormones

Method Specific Counseling for LAM
1. The health provide should know the criteria of LAM |
2. The mother should repeat and understand the criteria of LAM.
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3. The health provider should know the complementary contraceptive methods to
supplv the mother who breastfeeds and doesn’t choose L.A.M or appropriate for

L.A M criteria.

Lactation Amenorrhea Method
Ask the mother. or advice her to ask herself these 3 questions:

1. Have vour
menscs

lNO

2. Are you supplement
regularly or allowing
periods without
breastfeeding, ether day
or night?

i T 1
i NO |

3. Is your baby
more that 6
month old?

NO

There is only a 1-2%

returned? \

YES

YES

7

-~

Yes

The mother’s chance of
pregnancy is increased. For
continued protection, advise
the mother to begin using a

complementary family

Planning method

chance of pregnancy
at this time.*

The mother, however, may choose to use a compicmentary method at any time.

Family Planning
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See attachment for
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CONDOMS

Pefinition:
A condom is a sheath. or covening to it over a man's erect penis

Tyvpe:
Most condoms are coated with a Jry {ubricant or with a spermicidal . Diftersn: sizes.
shapes. colors and texture mas be asaifable.

Effectiveness:
Must be used comrecthy @ven time to be hichh effective. Effective for praventing
preenancy. and sexuaily ransmitied discases.

Mode of action:
Condoms keep spenm and any disease erganism in semen out of the vazinz siop
disease organisnts In vaging rom entering the penis.

Indications for Use of Condoms

Presention of STDs ircluding HIV - AIDS .

Prevention of pregpancy as a contraceptive method.

Can be used immediately after child birth

No effect on breast milk

Protect against pelvic infection

Hclp preventing ectopic pregnancies.

Offer cccastonal contraception with ne daiis upkeep.

Help prevent premature ejaculation (last longer during sexi

& & & 9o 9 @ &

Contraindication
Severe allery 1o latex rubber

Specific instructions

e Whenever possible. show clients how to put on and off a condom. Use a model. a
stick. a banana. or 2 fingers to demonstrate putting on the condom.

* Anv lubricant used should be water-based. Good lubricants include spermicides,
giveerine. and especially made products. Water can be used alsc. Thes help keep
condoms (rom tearing during sex. Natural vaginal secretions also act as lubricant.

e Do not use lubricanis made with oil. Most of them damage condoms. Do not u<e
cooking oii, baby 0il. coconut vil. minera! oil. petroleum jels (such as Vaseline).
skin lotions. suntan lotions, cold creams. butter. cocoa butter or margarine.

e After ejaculation hold the rim of the condom 10 the hase of the penis 50 it wili not
slip off. The man should pull kis penis out of the vagina before completely
fosing his erection.

Take off the condom without spilling the semen on the vaginal opening.
Throw the condom away in a tailet. burn it or buny it. Do not leave it where
children will find 1t and plas with it. Do not use a condom more than once.

s Ifacondom breaks:
¢ Immediately insert a spermicide into the vagina. if spermicide is available.
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o Some clients may want to use emergency oral contraception to prevent
pregnancy.

Tips on Caring for Condoms

Store condoms in a cool, dark place. if possible. Heat. light, and humidity damage
condoms.
If possible, use lubricated condoms that come in square wrappers and are
packaged so that light does not reach them. Lubrication may help prevent tears.
Handle condoms carefully. Fingernails and rings can tear them.
Do not unroll condoms before use. This may weaken them. Also. unrolled
condom is difficult to put on.
Always use a ditferent condom if:

- torn or damaged packaging

- manufacturing date on the package that is more than 5 vears old

- condom is uneven or changed in color

- condom feels brittle. dried out. or very sticky

Explain specific reasons to see a nurse or doctor
Urge clients to return or sec a doctor or nurse if they or their sex partners:

- have symptoms of STDs such as sores on the genitals, pain when urinating
or a discharge (drip)

- have an allergic reaction to condoms (itching , rash, irritation)

- other specific reasons to return: need more condoms, dissatisfied with
condoms for any reason, have any questions or problems.

Routine Return Visits

1.
2.

3.

Ask if the client has any questions or anything to discuss.

Ask the client about his or her experience with condoms, whether the client is
satisfied, and whether the client has any problems. [s the client able to use a
condom correctly every time? Also. you can check if the client knows how to use
a condom,; ask the client to put & condom on a mede! or a stick. Give any
information and ‘advice tha! the clicnt needs. Ifthe client has problems that cannot
be resolved, help the client choose another method.

IMPORTANT: urge clients at risk for STDS including HIV/AIDS to keep using
condoms despite anv dissatisfaction. Explain that only condoms protect against
STD during sex.

If clients are satisfied:

- Givethem plenty of condoms

- Remind them to return if they or their sex partners have symptoms of STDs,
such as sores on the genitals, pain when urinating, or a discharge (drip), or
are dissatisfied with condoms.

- Give clients spermicide if they wani extra protection. Counsel about
spermicide use.

- Invite them to return again at any time that they have questions or concems.
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EMERGENCY CONTRACEPTION

Definition
A methed of preventing an unwanted pregnancy after infercourse has 1aken place

Mechanism of Action
Causes temporary changes in the ovaries. faliopian wbes. and endometrium. Probabh
works by preventing implantation of an embryo.

Effectiveness
When used within 72 hours of unprotected iniercourse. most methods are at least 75%
effective in preventing a pregnancy. Note that this is not 100% protection!

Indications for Use

s Provides some measure of contraception if taken within 72 hours of unprotected
intercourse

¢ May be used when barrier methods fail. ie, rupture of a condom.

Disadvantages of Use

e Must be used within 72 hours of intercourse

¢ Often causes nausea (30-60%) and vomiting (12-20°%). which may reduce
effectiveness of the method

¢ s not 100% effective — pregnancy may stili occur in up 10 23% of cases.
Effect of high dose hormones on developing embryo (if pregnancy does occur) is
unknown. although no definite risk 1o fetus has been observed.

Administration of Emergeacy Contraception

Confimm that unprotected intercourse during a potentially fertile period (ie. client not
within 5 days of completing menses} has occurred within the past 72 hours. This
method should not be used if more than 72 hours have elapsed.

e Two tablets each containing Ethinyi Estradiol 0.05 mg and DL -Norgestrel 0.5 mg
(Ovral). are ingested 12 hours apart for a 1otal of 4 tablets

» Provide oral anti-emetic {promethazine 25 mg. metoclopramide 3-10 mg.) 30
minutes prior to each of two doses.

o The woman should have a menstrual period within the next 21 davs. If she does
not, she should be examined with appropriate laboratory testing for pregnancy.

e As an alternative for those women who want immediate as well as long-term
contraception, an IUD may be inserted within 72 hours of intercourse. after it is
determined that the woman is not already pregnant and has no other
contraindications to an IUD (see section on IUD)
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Other COC which can be used for the Yuape Method of Emergency
Contraception*

Trade Formulation Number of Pills Taken
Name With Each Dose — 2 doses
12 hours apart
Ovral 0.05 mg of ethiny! estradioll 0.50 2
mg of norgestrel
Lo-Ovral 0.03 mg of ethiny ! estradioll 0.30 3
mg of norgestrel
Nordette 0.03 mg of ethiny ! estradioll Q.15 4
mg of levonorgestrel
Levlen 0.03 mg of ethinv] estradicl! 0.15 4
mg of levonorgestrel
Triphasil (Yellow pills only) 4

0.03 mg of ethiny1 estradicll 0.125
mg of levonorgestrel
Trilevlen (Yellow pills only} 4
0.03 mg of ethiny! estradicli 0.125
mg of levonorgestrel

Microgynon 4
Lafemenal 4
Family Planning 32

292



Breast Feeding

293



BREASTFEEDING

LEARNING OBJECTIVES
e Reinforce the importance of breastfeeding for the health of the child 2nd mother
¢ [dentify and manage the most common problems noted with breastfeading

TEACHING STRATEGIES
e Introduce the “ten steps for successtui breastfeeding”™ Module developad
UNICEF.
s Group discussions. case studies. pair practice and role-plays to reinforce <hiils and
share insights among participants.
e Exercises in case management to participants to complete indenendentiy

MATERIALS AND EQUIPMENT NEEDED
Health education pamphliets
Infant formula advertising material for demonstration
White board or flip chant and markers
The ten steps-chart (INICEF) for successful breastfeeding

LEARNING POINTS
» Imporance of breastfeeding to child survival
» Breast milk more easilv digested
* Less chance of contamination with bacteria
= Lower incidence of diarrhea and dehyvdration
Contains all essential nutrients for infant
Gives improved immunity to viral and bacterial infections
Promotes psychological security and emotional bonding with mother
Breast miik is free — no expense required
Provides natural birth spacing to improve matemal health and w cli-being
¢ Anienatal preparation
* Promotion of breastfeeding and counseling should begin prior to delivery
» Questions and concemns regarding milk adequacy, mainznance of femaie
figure. ability to work and breastfeed. etc. should be addressed
e Lacration management
* Anatomy and physiology
¢ Milk produced in the breast glands in the periphens of the breast
With “letdown reflex”, milk moves from glands into ducts of breast
“Letdown retlex™ is mediated by sense of security and relaxation of
mother — effect on hypothalamus o stimulate release of prolactin from
pituitary gland
o Suction of infant pulls milk from ducts into mouth
* [mportant elements for successful breastfeeding
¢ Personal end cultural commitment to breastfeed
o Adequate nutrition for the mother - balanced diet of at least 2200
kcal./day

[l e]
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¢ Adequate hvdration for mother — approximately 1.5 liters/day of water
is best
o Unscheduled time and relaxation of mother is essential to successful
“letdown” of milk, especially with first feedings
o Avoidance of overwork or emotional stress
o Avoid offering any supplemeniat food or fluids in a bottle for first 6
months — any bottle can cause “nipple confusion™ by baby, and result
in decreased demand and decreased milk supply
o Mother must be willing to feed on the baby’s demand
s The first breastfeeds
c Important to begin breastfeeding within first 30 minutes of deiivery —
ideally within first 3 minutes
c Immediate breastfeeding results in release of oxytocin, which causes
uterine contraction and decreased uterine blood ioss
c Multiparous mother may notice painful uterine contractions with
breastfeeding — she should be counseled regarding value of this and to
continue breastfeeding
¢ Mother may notice small volume of miik for first 3 days — she should
be counseled that colostrum provides all that baby needs for first 3
days. and that milk volume will increase dramatically on 3%-4" day
postpartum
+ Counseling for common breastfeeding prablems
= Not enough milk
o Be sure that mother is taking adequate time to feed baby. that she is
rested and relaxed. If working. she may need to decrease amount of
work
o Confirm adequate diet (2200 Keal./day} and fluids (1.5 liters/day)
o Encourage mother to breastfeed somewhat more often - minimum of
every 3 hours for 2-3 days to increase milk supply
* The employed mother
o Mother should try to negotiate with employer 1o allow time for
breastfeeding (go home every 4 hours if lives close, bring baby to
work, etc.)
0 May be abie to work fewer hours (4-6 hours/day) during first 6 months
to allow for breastfeeding
o Express milk before and during work, and refrigerate or freeze in
sterilized bottles. Counsel mother to wash hands and sterilize (boil)
bottles prior to expression of milk. Leave expressed milk with
caretaker
»  Sick babies
o DBabies should continue to breastfeed while ill. 1f too weak, breast milk
should be expressed and given with a spoon or bottle
o Babies with an upper respiratory infection should have their nose
cleaned with normal saline drops frequently, especially just before
breastfeeding
* Drugs and breastfeeding
o Mothers should be encouraged not to take medications during
breastfeeding, unless absolutely necessary.
o In general, medications such as paracetamol and most antibiotics are
safe for breastfeeding mother to take
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¢ All medications taken by a breastfeeding mother should be checked
against a2 known reference to assure safety.
*  FEngorged breasts
o Usually noted only days 3-6 postpartum
Can be 50 tense that infant has difficulty latching on with mouth
May express a small amount manually prior 10 latching on
Feed baby somewhat more frequently (every 3 hours) for 1-2 days
Encourage mother that milk supply will match baby's demand within
first 1-2 weeks
» Cracked or sore nipples
o Usually occurs at onset of breastfeeding
o Mother can prepare nipples by daily massage during prenatal period
o Counsel mother to completely dry nippies immediately afier
breastfeeding. and to apply a mild lubricating lotion severa! times daily
o May apply small amount of breast milk to nipple after feeding
* Inverted nipples
0 Inverted nippies should be massaged and pulled gently during the
prenatal period
o Counsel mother to pull back on breast tissue just above nipple prior to
baby latching onto nipple
o Mother may be able 10 express some mitk manualiv prior to latching
on. 1o make nipple more accessible
= Mastitis
o Usually noted as a tender. red, painful triangular area :n one breast
o Most often caused by infeciion with Staph. durens
o Mother should continue to breastfeed from infected breast to promote
drainage. Milk from an infected breast does not harm child (bacteria
destroved by saliva and gastric acid)
o Warm compresses. gentle massage of obstructed duct and brassiere
support are helpfuf
o For definite infection, begin anti-staph antibiotic. such as: cloxacillin
250 - 500 mg every 6 hours, ervthromycin 250-300 mg every 6 hours.

[= B = I o I =)

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES
Adolescents education on the importance of breastfeeding
First feed within 30 minutes atter delivery
Feeding on Jemand
Mass media and legisiatior: against breast milk substitutes. advertisernents. and
subsidies
Risks of bottle-feeding

CRITICAL ELEMENTS FOR REFERRAL
& Severe malnutrition of baby

e Dehydration
¢ Breast abscess

Breastfeeding 3
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CASE STUDY

Rema is a 32-year old lady who has 4 children. The youngest is aged 3 years who
developed severe malnutrition and chronic diarrhea due 10 cow’s milk protein
intolerance. Rema is 24-weeks pregnant and believes that breastfeeding her coming
baby may avoid her the problems she had carlier. She visits the health center for
antenatal care and advice related to breastfeeding.

Topics of discussion regarding case studies

I.  Why is breastfeeding important for her baby?

2. How can she successfully breastfeed after 4 other children on bottle feeding?
3. What antenatal preparation should be done?

CASE STUDY

Mrs. Khadija Ahmed, 35 years old housewife delivered 3 days ago vaginally, her
baby was premature and so he was kept at the special care baby unit.

His mother wanted to breast-feed him but the doctors wanted the baby not to have
breast milk till the result of laboratory investigations are ready.

Her breasts are getting sore and heavy.

Toptcs for discussion regarding this case study:

1. What important additional medical elements of the history should be asked?

2. What important additional elements of the physical examination should be done?
3. What is an appropriate plan of management for this patient at this point?

4. What counseling point would be most appropriate for this patient at this point?
Breastfeeding 4
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Table 1. Common Breastfeeding Difficulties’

~ frme U

' Low Milk Supply:
¢ Poor infant weight
gain.

*  Number of wet
diapers fewer than 6
per day.

¢ Sucking not
satisfying infant.

* Increase frequency of
breastfeeding.

* Breastfeed
exciusively day and
night, on demand by
infant.

»  Correctiv position the
bahy on the breast.

* Encourage famib

members 1c help with

household tasks like
cooking, cleaning.
and shopping.

Discontinue any feedmygs
other than breasticeding. i
Breasifeed mfant frequently,
das and night increase
trequency of feedings.

Waic for additional

feedings if infant slecps
through the night.

Make sure infant takes

breast into mouth correctiy.
Monitor infant weight gain.

- Sore Cracked Nipples:
Breast or nipple pain
Cracks in the nipple
Occasional bleeding
Nipples become
reddened

e & & o

* Correctly position the
infant on the breast
for feeding.

e Remove infant from
the breast by
breaking suction with
vour finger first.

» Increase frequency of
breastfeeding.

s Expose breasts 1o air
1o dry thoroughly
after each feed.

Appis drops of breastmilk
to nipples and aliow to air
dry afler feeding.

Maxe sure infant akes the
breast into mouth correctly.
Breai suction with a finger
before removing infant from
breast.

Altcmate infant’s position
for fcedings 1o change
pressure points on nipples.
Expose breasis to air, i
sunlight: keep nipples dry.
Apply ice 1o nipples after
breastfeeding.

Begin breastfeeding on the
side that hurts less. |
DO NOT stop J
breastfeeding: feed
frequenth: but for shorter
periods of time.

1 ses evely cracied, apply
ointment with ant:-
inflammatory. anti-pruritic,
m™ice a day; remove before
cach feed.

Alematively. appiy A&D
ointment or Vitamin E; the
ointment does not have to
be removed before infant
feeds.

¥ LAM (Lactational Amenorrhea Method)” A Postpartum Temporary Contracepine Option for
Women Who Breastfeed (2000). Traming Module for Health and Family Pianning Service

Providers. Linkages
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Engorgement:
¢ Nipples and areola
full and not possible
to flatten for infant to
attach for feeding.
Breast skin tight.
Breast full and firm to

touch.

Breastfeeding
frequently day and
night.

Hold nipple {lat
between thumb and
fingers to help infant
attach cormrectly to the
breast.

Avoid tight
brassieres.

Avoid sleeping on
stomach.

Use a variety of
positions for holding
the babv 1o change
points of pressute on
breasts.

B ety

Apply heat before start of
breastfeeding.

Massage breasts before
breastfeeding.

Gently manually express

small amounts of breastmilk
to soften the areola so that it .

can bhe flartened for infant to
attach correctly.

Piace thumb and fingers at
the junction of the areola
and breast; flatten areola to
encourage infant 1o take the
entire nipple and areola into
the mouth.

Wear a supportive bra.
Take warm showers and
manually express mitk
before or after
breastfeeding.

Cold compresses and pain-
relievers may help if
swelling has extended up
chest and under arms.

Obstructed Ducts/Mastitis:

*  Breast pain.

*  Generally not feeling
well.

+ Redness in one area
of the breast, swollen,
hot to touch, hard
with a red streak.

=« Fever (at times), flu-
like symptoms.

Breastfeeding
frequentiy day and
night.

Hold nipple flat
between thumb and
fingers to help infant
attach correctly to the
breast.

Avoid tight bras.
Avoid sleeping on
stomach,

Use a variety of
positions for holding
the baby to change
points of pressure on
breasts.

|
|
|
|

Seek medical care for
antibiotic treatment (10-14
days).

Apply heat before the start
of breastfeeding.

Massage the breasts before
breastfeeding.

Continue feeding on both
breasts starting on the
unaffected side.
Breastfeed frequently.
Increase maternal fluid
intake.

Apply cold compress or
warmn pack to breasts after
feeds.

Encourage maternal bed
rest.

Wear a supportive bra.

Breastfeeding
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MENOPAUSE

LEARNING OBJECTIVES:

Diagnosis of menopausal signs and symptoms

Understand the risks and burden of long 1erm effects of estrogen deficiency
Appropriate management of estrogen replacement therapy

Communicate to palients necessars messages in understanding. prevention and
comiral of osteoporosis and coronary heart disease

TEACHING STRATEGIES:

Review of proper history taking in the menopausal woman. including present
symptoms. medical and family history.

Use lecture presenation for didactic materiai and large group discussion for
counseling the patient and weighing the benefits and risks of hormonal
replacement therapy.

MATERIALS AND EQUIPMENT NEEDED:

White board for summarizing major points
Overhead projector and transparencies
Different packs of hormona! rcplacement therapy for demonstration

LEARNING POINTS:

Definitions related to menopause

» Menopause — point of permanent cessation of menstrual activity

» Perimenopause — indefinite period of declining and fluctuating estregen levels
preceeding the mencpause

= Postmenopause — period of time from cessation of menstrual activity to end of
life

e [nitial signs and symptoms of menopause - short-term estrogen deficiency
s Hot flashes
= Sieep disturbances
= Depression
» Sexual dvsfunction and dvspareunia
Unnary incontinence and increased incidence of urinary tract infection
Vaginal irritation and dryness (atrophic vaginits)
*  Skin changes
e Long term effects of estrogen deficiency
* Osteoporosis (relative loss of calcium from bone
s Perhaps a slight increased risk of Alzheimer’s discase
e Benefits of hormonal replacement therapy
» Decrease in vasomoior sympioms of hot flashes
= Protective effect of progesterone on endometrial cancer
» Prevention of caicium and bone loss and decreased osteoporosis
s Improvement in urinary symptoms such as frequent UT1
s [mproved lubrication and decreased pain with sexual activity
s Decreased risk of colon or rectal cancer
Menopause
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¢ Risks of hormonal replacement therapy

s Endometrial cancer, if estrogen only used without progesterone

*  Thromboembolism — slight increase in coagulability of blood

= Slight increase in risk of certain breast cancers (increase of 8 cancers/100,000
women/year)

»  Slight increase in risk of cardiovascular disease, especially myocardial
infarction and stroke (increase of 8 heart attack or stroke/100,000
women/year)

*  May cause some sodium and fluid retention

» Can cause enlargement of fibroid tumors of uterus

¢ Management of menopausal symptoms

» Continm menopause (presence of typical symptoms, no menstruation for at least

4-6 months. FSH level > 35

= Goal of reatment - restoration of normal function, and decrease in some risk

factors of aging

* Begin with lifestyle modification and improvement:

o Regular, acrobic exercise — 30 minutes daily

o Balanced diet with adequate fruits and vegetables

o Begin calcium supplementation (milk and yoghurt daily, calcium 1gm.

Daily)

o Weight loss if BMI > 30

o Stress reduction

o Stop smoking
= Estrogen repiacement therapy

¢ Confirm absence of contraindications to estrogen therapy:

- Estrogen dependent breast cancer

- Undiagnosed vaginal bleeding

- Uterine or ovarian cancer

- Large fibroid tumors of uterus

- History of thrombophlebitis or thromboembolism

- Severe hypertension

- Heart disease with cardiac failure

0 May use conjugated estrogens (cheapest and most easily availabie) or
synthetic estradiol preparations

- Estradiol available in tablets, cream, or patches (1 -- 2/week)

o Estrogen alone — used ONLY in women after hysterectomy (0.625 - 1.25
mg/day conjugated estrogens)
o Estrogen with cyclic progesterone

- Used in women who want or do not object to cyclic vaginal bleeding

- Cyclic regimen - 0.625 - 1.25 mg/day conjugated estrogens on day 1 —
25, with medroxyprogesterone 10 mg/day on day 15 - 25 each month,
and no medication day 26 — 30. Some vaginal bleeding usually occurs
day 26 - 31.

- Alternative cyclic regimen - 0.625 — 1.25 mg/day conjugated estrogens
on day I — 30. with medroxyprogesterone 10 mg/day on day 1 -12 each
month

o Combined esirogen and progesterone

- May result in some irregular vaginal bleeding for the first 1-3 months,

but then bleeding stops

293
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- Advantage is that woman can develop habit of taking the same two pills
each dax
- Combined regimen - 0.625 — 1.25 mg/dav conjugated estrogens and
medroxyprogesterone 2.5 mg dailv on continuous basis
» Monitoring of estrogen replacement therapy
o Woman should be evaluated at 1-3 months after beginning therapy. and at
least every vear afier
o Followup should focus on following elements:
- Improvement in menopausal ssmptoms and restoration of function
- Absence of vaginal bleeding
- Monitor blood pressure and edema
- Breast examination and mammogram
- Continued patient education regarding menopause anc need for fife-
stvle changes
o Because risks of heart attack and stroke appear 1o increase significanth
after 3-3 vears of use. encourage women to discontinue esirogen
replacement therapy after 1-3 vears of use
- Ma» switch 1o local estrogen cream 1 2 applicator twice weehly in
vagina) for prevention of urinary symptoms and ds sparunia
- Vasomotor symptoms (hot flashes. sleep disturbance} less intense 3-8
vears afier menopause
® Androgens - may be occasionally added to estrogen replacement 10 increase
libido in women who complain of decreased sexual interest
* Non hormonal medication — occasionally used 1o help control hot flashes in
women who cannot lake estrogen replacement - usually a combination of an
ergot preparation and anti-spasmodic. Large amounts of sy pratein may also
give some benefit in symptoms

CASE STUDY
Name of patient Faiemah
Sex Femaie
Date of Birth 24 Scptember 1934
Date of visit 3 Apnil 2000
Vital Signs pulse 82‘min
Bip 120-80
weight 56 kg
height 168

Medical History: She is complaining of hot flashes. forgetfulness. sleep
disturbances associated with nervousness, in the last three months.

Upon questioning, she has regular periods, uscs barrier contraception and had her last
smear 2 vears ago. She has no urinary symioms.

Physical examination: Abdomen is soft and lax

Pelvic examination revealed nothing abnormal.

Topics of discussion regarding case study:

« What additional elements in the history should be asked?

+ What additional elements in the examination should be done?

Menopause 3
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o  What is the appropriate plan of management?
»  What counscling issues should be raised with the patient?

CRITICAL ELEMENTS OF COMPETENCE FOR EVALUATION

o Correct identification of estragen deficiency symptoms

e Knowledge of risks. benetits. and contraindications to hormone replacemem
therapy

» Appropriate counseling. life stylc. exercise and possible HRT combinations

Menopause 4
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PROTOCOL FOR MANAGEMENT:

Initial Assessment

A. Counseling

e Begin by age 45 and review annuatly

e  Assess risk of coronary heant disease (CHD). osteoporosis. breast cancer

o Emphasize diet. lifestvle exercise to reduce risks of coronary anery discase
(CAD). ostecoporosis

¢ Distribute written information about menopause and hormonal replacement
therapy

B. Clinical exam:

* Blood pressure (BP). weight. height, pelvic exam, breast exam, General health
risk assessment

C. Referrals:

abnormal vaginal bleeding

for (HRT) guidance with fibroids, endometriosis and persistent symptoms

Hormone Replacement Therapy (HRT)

Contraindications:

» Absolute: undiagnosed bleeding, pregnancy

» Relative: personal history of breast. ovarian. endometrial cancer: fibroid tumors
of uterus, personal history of phlebitis or thromboembolism. hypertension.
symptomatic heart disease

When to initiate HRT:

Symptomatic:

¢ Depends on severity of ssmploms. menopause not firml) established until 6-12
months after cessation of menses,

o If still menstruating: low dose OC if nonsmoker (check FSH q 12 month late in
placebo week and begin HRT when FSH > 35).

Asymptomatic patients for prevention:

»  6-12 months after cessation of menses

» Immediately after oophorectomy

Treatment altematives:
e Treat 1-3 years. then try to taper (in patients with relative risk factors for long-
term use)
e- Oral hormonal regimens:
= With uterus:
o Conjugated estrogen or esterified estrogen 0.625 mg — 1.25 mg. daily
with cyclic medroxyprogesterone acetate 10 mg days 1-12
o Conjugated estrogen 0.625 mg - 1.25 mg. and medroxyprogesterone
acetate 2.5 mg QD (best tolerated in women amenorrheic for at least
one year)
s Without uterus:
o Conjugated or esterified estrogen conlinuously, 0.625 mg - 1.25 mg.
daity.
o Estrogen patches:

Mcnopause
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o With uterus: Estradiol patch, 0.05 mg once a week with cyclic or
continuous medroxyprogesterone
o Without uterus: Estradiol patch 0.05 mg once a week.
o Intravagina!l estrogen cream if vaginal dryness is noted, and HRT is refused by
patient

Menopause 6
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OSTEOPOROSIS

LEARNING OBJECTIVES:

Identify risk factors for osteoporosis

Describe signs and symptoms. and complications of osteoporosis
Know how to prevent and manage 0Osleoporosis

Know when to refer » our patient

Counsel and educate vour family

TEACHING STRATEGIES:
Large group discussion
Small group discussion

MATERIALS NEEDED:

Whiteboard

Flipchart and markers

Overhead projector and ransparencies

LEARNING POINTS:
Definition of Osteoporosis

“Bone mineral density substantialiy ess than the norm for the patient’s age
and gender™
Found in 30 - 40% of all adults over 60 vears of age

Risk factors for osteoporosis

Fair skin. small bone structure

Female — post menopausal

Late menarche and early menopause

Prolonged amenorrhea due to any cause, including multiple pregnancies
Chronic syvstemic disease {liver. renal. heart)

Anthritic syndromes

Hyperthy roidism or parathyroid disorders

Medications such as anticonvulsants, antacids, corticosteroids
Smoking. stress

Lack of regular exercise

Lack of vitamin D or calcium in diet

Osteoporosis signs and symptoms, and complications

Often very few initial signs or symptoms of early or even severe osteoporosis
Most commonly. first symptom is a fracture

Most common fractures — hip, forearm, thoracic or lumbar vertebrae - usually
after a minor fall

Decreased independence and need for care is major complication of
osteoporotic fractures in the clderly

Tests for osteoporosis

Most definitive test is bore densitometry — reguires special machine. but best
for long-term follow-up of therapy

Osteoporosis
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* Osteoporosis can be suspected on simple X-rays of spine or extremities —
diminished bone density and old fractures ¢learly seen

= Prevention of Osleoporosis

= Prevention of most effective way of dealing with osteoporosis, since it is a
slowly progressive. potentially reversible process ol aging

» Initial measures to recommend in all older adults:

o Regular physical exercise — walking or swimming daily

o Stop smoking

o Take calcium 1 gm daily and Vitamin D 600 — 800 [U daily

o If under treatment for hvpertension, consider using a diuretic (to
conserve calcium as well as lower blood pressure)

* In mencpausal or post-menopausal women without significant
contraindications, consider hormone reptacement therapy (as discussed in
Menopause section)

e Treatment of established osteoporosis

*  Hormone replacement therapy can restore to a small extent lost bone density

= In severe cases (especially with history of fractures) may need to add a
medication

o Bisphosphonate such as Alendronate 10 mg, daily
» Must be taken with large glass of water in upright position —
stay upright for at least 30 minutes after taking medication
s  Major potential side effect of Alendronate is esophageal
irritation and ulceration ~ minimized with above precaution
¢ Use of bisphosphonate such as Alendronate can increase bone
mineral density as much as 5 — 10% more than hormone
replacement therapv
o Calcitonin is another medication (from the thyroid gland) that helps
deposit new calcium in bone
* Disadvantage is it requires injection or nasal inhalation
e Used only in severe cases of osteoporosis. or in case of
intalerance of bisphosphonates

PATIENT EDUCATION MESSAGES

s Osteoporosis is a silent part of aging, but the cause of significant disability

o Fractures of osteoporosis can be decreased with simple changes in life style and

_ medication

* All women with risk factors for ostcoporosis should consider beginning hormone
replacement therapy if no contraindications exist

e All men and women with risk factors for osteoporosis should consider taking
calcium and Vitamin D supplements regularly.

CRITICAL ELEMENTS FOR REFERRAL

o Significant fracture in the elderly

¢ Multiple risk factors for osteoporosis that may require bone density measurement
and bisphosphonate therapy

Osteoporosis 2
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BREAST DISORDERS

LEARNING OBJECTIVES

Significance and evaluation of breast complaints

Epidemiology of breast diseases

Describe the diagnostic evaluation and initial management of breast lumps
Review the benign breast disease, its etiology and treatment

Screening for cancer of the breast

Identify high risk groups for breast problems

EQUIPMENT AND MATERIAL NEEDED
+ Over head projector
s Flip Chart and markers

LEARNING POINTS:
¢ Breast pain (mastaigia)
» Very common in pre-menopausal women
= May be cyclic {60% - related to menstrual ¢ycle) or non-cyclic
»  Common causes of cyclic breast pain:
o Hormonal changes
o Fibrocystic breasts
= Common causes of non-cyclic breast pain
o Costochondrititis
o Chest wall pain
o Trauma
0 DBreast cancer
= History and evaluation of breast pain
o Age of patient (generally non-malignant in patient <40 years)
History of trauma, breastfeeding
‘Relationship to menstrual cycles
Relationship to movement of arms or chest wall
Palpation of breast - presence of nodularity, tenderness in breast, breast
mass
o Palpation of chest wall - presence of tenderness in chest wall
= Management of breast pain (nc masses palpable)
o Cyclic - properly fitted brassiere, low fat diet, caffeine avoidance, Vitamin
E supplementation, mammogram in women >40 years, consider low dose
oral contraceptives if appropriate
o Non-cyclic - NSAID for chest wall tenderness, mammogram in women >
40 years
0 Refer to specialist if no relief from above measures
* Nipple discharge
* Bilateral discharge — non-bloody
o Common causes - physiologic (post breast-feeding), medications (anti-
psychotics, Aldomet, cimetidine, antidepressants, oral contraceptives),
nippie stimulation, irregular menses

C O 00
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Dangerous causes — tumor of pituitary (headache. high prolactin. imegular
menses), thyroid disease (hvpothyroidism)

Evaluation — should always inciude complete breast palpation. and
mammogram in women > 40 vears. absence of blood in discharge
Marnagement - modify medications. reassurance

»  Unilateral discharge

¢

O

0

Common causes if non-bloody ~ ductal papilloma. ductal ectasia.
fibrocystic breast disease, eczema

Dangerous causes, especially if bloody — ductal or breast carcinoma.
eczema. Paget’s disease (malignant disease of nipple)

Evaluation - should always include complete breast palpation. and
mammogram in women = 40 vears. May require surgical excision of
involved duct. Note — cyvtology of breast fluid venn rarels helpful. uniess
discharge is bloody

Breast mass

» Significance of breast mass in any womar:

[4)
o]
0
(4]
<

Take it seriously in any age woman

Follow up closely and often

Leamn about possibilities of the local referral

Communicate closely and carefully with patient

Physician must be the patient’s advocate through the whole process

= Common causes in women < 30 — fibrocvstic changes (single or multiple ¢ysts
very common), fibroadenoma, preyious scar from trauma or infection. breast
cancer (fess than 10% risk)

= Common causes in women > 40 — breast cyst, breast cancer

* Risk factors for breast cancer

0

D 0TO 00000 D

=]

0

Unilateral. non-cychc pain

Unilateral. bloody nipple discharge

Age > 40

Obesity

Nulliparity

Absence of hisiory of breast fecding

Family history of breast cancer (especially 1* degree relatives)
History of endometrial or ovarian cancer

istory in woman with breast mass — ask about:

Age - risk of cancer greater if > 40 years

Pain or tendemess 1o palpation — more common with cvsts than with
cancer

Nipple discharge — unilateral or bloody discharge suggests papilloma, may
be benign or malignant

Similar, mirror-image mass in opposite breast - suggests benign
fibrocystic discase

« Palpation of breast mass

o

Technique — use flat pant of fingers. use powder or soap solution 1o allow
fingers to slide smoothly over skin. palpate breast in svsiematic fashion to
nol miss any part, check nipples for discharge or skin changes

Always palpate axillary lymph nodes (palpable nodes suspicious for
cancer} and axillary tail of breast

Findings suggestive of malignancy - single mass. immobile. fixed to chest
wall. rock hard. irregular borders. overlving skin changes of thickening or

Breast Disorders
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dimpling or redness, non-tender to palpation, palpable lymph nodes in
axilla

o Findings suggestive of benign mass — multiple masses, similar mass in
opposite breast, tender to palpation. mobile, smooth borders. dense but not
rock hard

» LEvaluation of breast mass — Triple diagnosis

1. Breast palpation (clinical breast exam)
2. Mammogram
3. TFine needle aspiration (FNA} with cytology of aspirate

o Ultrasound often used in addition, especially in younger women, to
evaluate for possibility of breast cysts

o In general, any woman with a palpable. dominant breast mass must be
referred 1o specialist to begin triple diagnosis process.

0 Any abnormality in any of three parts of triple diagnosis should be further
evaluated by biopsy - core needle or open biopsy

0 A woman > 40 years, with a negative triple diagnosis, or with a negative
biopsy, should be reevaluated with mammogram every vear.

PREVENTION ISSUES AND HEALTH EDUCATION MESSAGES:

+ Breast cancer screening is important, especially in women with one or more risk
factors

¢ Screening in women < 40 years — teach Breast Self-Examination (BSE), clinical
breast exam every ! to 2 years by physician or midwife

e Screening in women > 40 years — teach BSE, clinical breast exam every vear by
physician or midwife, mammogram every 1-2 years beginning > 50 years of age

+ Emphasize that:
»  All lumps are not cancerous, but do need to be evaluated for possible cancer
*  Important to seek out medical advice if lump is detected on BSE
= Men and adolescents can occasionally get breast cancer
* Breast cancer detected in early stage can be cured >90% of cases

CRITICAL ELEMENTS OF COMPETENCE FOR EVALUATION

o Signs of possible malignancy in a breast lump

Understanding the importance to do a physical examination of the lump
Proper method of examination of breast by provider

Proper method of teaching Breast Self-Examination (BSE)

When to refer to a specialist

e & 8 o
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Attachment 1
Breast Examination Guidelines

General Approach
Appearance of Breasis
Feeling for Lymph Nodes
Feeling for Breast Lumps
Examination of Nipples
Self-Exam Guidance

S b -

1. General Approach
This section is written as if you were examining a woman's breasts. To reassure the
client, do the following:

¢ Provide good light.

¢ Explain the breast examination procedure to client and answer questions.

e Keep the exam private. Have people leave the room. if not needed. If sou are a
man, you may want 1o have a female nurse or nursing assistant in the room
with you.

¢ Ask client to uncover her chest from waist up. so that you can sce the whole
area well. Give the woman a drape to cover herself.

» Wash hands and dnv completels.

As you examine:
Purpose: to examine breasts visually for: symmetry. identifv any dimpled areas.
localized skin changes, or nipple abnormalities.
¢ Explain to the client what you are doing. Teach the ciient and let her practice
the self-exam.
o If there are abnormal findings. be sure to report to a referral doctor

2. Appearance of Breasts

= Compare one side of the body 1o the other.

e Look at the breasts, skin and nipples.

e Look carefully and ask the client to do the following:
¢ Sit with arms at sides.
o Raise ams over head.
¢ Lean over. with amms stretched forward.
¢ Tighten chest muscles by pushing palms of hands 1ogether.

" If breasts are large. lift them up to sec all areas of skin.

Nommat inciudes:
s Size and shape of breasts may not be exactly the same but are normal for
the client.
o In adolescent girls, one breast may be enlarged more than the other ot both
breasts may appear equal size.

Abnormal includes:
e Change in shape of breast. skin change such as redness. thickening, scaliness.
or skin in any spot looks pulied in (retraction. dimpling. puckering).

Breast Disorders
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e Nipples discharge or bleeding.
e Nipple change, such as if one nipple sticks out more than the other (elevation),
if nipple turns inwards or rash.

3. Feeling for Lymph Nodes
+ Have client sit with arms at sides.
* Support the client’s arms while you feel in each armpit area for lymph nodes:
o Insert your hand as far into the armpit as you can.
o Press your hand against the chest wall, feeling for lvmph nodes.
« Continuing to feel for [vmph nodes, slowly remove vour hand from armpit.
o Note ivmph nodes, size. mobility and presence of tenderness.

4. Feeling for Breast Lumps
There are a number of ways to do this exam. Compare the way vou have been taught
with the following way that is recommended:

s Have the client lie down on her back with arms behind her head. If breasts are
large, to make the breast lie flat, place a folded towel under the shoulder area
on side vou are examining, so that breast is tipped forward toward the center
and flattened.

o Feel for lumps in each breast with you finger tips:

o Place the flat part of vour fingertips on the skin.

o Press gently but firmly.

o Use the middle three fingers to move the skin over the tissue underneath.

Use a circular motion.

o Pretend that the breast is like the face of a clock as vou examine the
outermost part of the breast.
Begin feeling for lumps at the 12 o’clock position. Move to 1 o’clock. and
move around the “clock.” feeling for lumps. Include breast tissue near the
armpit. It is normal to feel a ridge of firm tissue at the lower curve of each
breast.

o When you get back to i2 o’clock, move in an inch toward the nipple.
Examine around the edges of a smaller clock.

o Continue to feel for lumps in this way until you have examined every part
of the breast, including the nipple area.

*» To do a complete exam of large breasts, feel for lumps with the woman in
other position in the next drawing,.
o Ifyou feel a lump, carefully examine and report to your referral doctor.

Document findings on referral form:

o Exact location: make a drawing with an “X” where the lump is.

o Size and shape: measure in mm. or cm.

o Is it tender to the touch? If so, check for other signs of inflammation or
infection. Is it warm, red, swollen?

o  What does it feel like? For example, is it soft, firm, hard?

o It is mobile or attached to something?

* Try to pick up or move skin over the lump:

o Mobile Lump — skin moves over the lump or attached to skin (lump moves
with the skin). Try to move or slide the lump over the tissue underneath it.

o Fixed Lump does not slide over tissue that is underneath it, feels attached
to some thing or lump does not slide over tissue that is underneath it

Q
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If it is near the woman's peried. pian to recheck the lum, i
¢nds and report again to vour referral doctoreven ifexami .

5. Examination of Nipples

s If nipples are tumed inward (inverted). 1y 1o manipwlate ther: th v K ooul:
o Gently press or pull on edge of nipple
o Abnormal includes if nipple recentiy umed tnwar ™ = 77 daou

cannaot get it to turn back out.

o Check each nipple tor discharge or b
o Press around the edges ofni ( ipple line).

Gently squeeze nipp ¢ v .enso it um g “ingen
Abnomal includes @' ~' irge or blood. If - exa el
* How much is there
*  Whatdees @ lecoki e~ "Lciear ¢ 7 v thick o
*  What dees it smell i

o [

6. Self-Exam Guidance

e Encourage client to do a self-exam: have her “zr e how shewil 2
her breasts. Correct or reinforce as nece. ry.

e Discuss findings of examination with client.

Breast Disorders
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Attachment 2

Breast Disorders
7

Guidelines for Breast Self~Exam

BRFEAST SELF-EXAMINATION (BSE)

A woman should have a clinical breast exam by her health provider
at least once a year and should do a breast self-exam (BSE) once a
month, BSE may help a woman detect a change in her breast,

1. While taking a shower or bath, gcntly explore the breast and
underarm areas with fingentips.

2, Ratse arms in front of a mirror 1o check for changes in size, shape
and contour of each breast. Gently squecze both nipples and fook for
discharge,

v _l! 3
L .
- L ewith an arm tucked behind the head, and with the other hand,
examine the oy dosite breast for lumps, thickening or other changes.

V4
.

USE OF FINGER PADS

Press with top third of fingers. Use the same pattern to feel every
part of the breasts.
~— vertical strips

@ T

circular




Abnormal Uterine
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ABNORMAL UTERINE BLEEDING AND AMENORRHEA

LEARNING OBJECTIVES:

o Terminology of uterine bleeding disorders

* Differential diagnosis of abnormal uterine bleeding

¢ Evaluation and management of abnormat uterine bleeding

TEACHING STRATEGIES:
s Interactive lecture

¢ Smali group discussion

+ Discussion of case study

MATERIALS AND EQUIPMENT NEEDED:
s White board for summarizing major points
o Overhead projector and transparencies

LEARNING POINTS:
s Terminology of uterine bleeding disorders

Term Definition
Menorrnagia - Prolenged or excessive bleeding at reqular intervals
Metrorrhagia - Irreguiar, freqguent uterine bleeding of varying amounts but not
excessive

Menometrorrhagia Proionged or excessive bleeding at irregular intervals

Polymenorrhea - Regutar bleeding at intervals of less than 21 days
Qligomenorrhea - Bleeding at intervals greater than every 35 days
Amenorrhea - No uterine bleeding for at least 6 months
intermenstruai - Uterine bleeding between reguiar cycles

e Lvaluation of abnormal bleeding — Key elements of History
* Age of patient {pre-menopausal, peri-menopausal, post-menopausal)
»  Length of abnormal bleeding — acute or chronic or intermittent
s s patient ovulating?
o Ovulating - patient has symptoms such as cyclic mood swings,
premenstrual breast tenderness, mild edema, pain with bleeding

Abnormal Uterine Bleeding 1
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o Not ovulating ~ long periods of amenorrhea. with very iregular
bleeding. and none of the above symptoms

» History of bleeding disorders (frequent nosebleeds or bleeding gums. family
historv of bleeding problems)

s Sexual and reproductive history

= Use of coniraceptives {especially oral contraceptives. injectables or Norplant.
and 1UD)

¢ Evaluation of abnormal bleeding — Key elements of physical examination and
initial laboraton evaluation

= Vital signs. especially postural blood pressure changes suggesting

hvpovolemia
* Heart and lungs

* Thyreid abnormalities (goiter. nodules. evidence of hyper or hy pothyroidism)

= Abdomen - especially evaluation of liver and possible hepatic discase
(jaundice. evidence of cirrhosis)

=  Fvidence of bleeding disorder (bruises, petechiae)

»  Pelvic examination

¢ Evaluate cervix for polyps. inflammation. lacerations. masses or

abnormal tissue

o Evaluate uterus for size, regularity (fibroid tumors), tendermess
o Esaluate adenexae for possible cysts. abeess. inflammation or

tendemess

s [nitial laboratory evaluation on ali women:

0

Hemoglobin to evaluate anemia and chronic blood loss

o Pregnancy test in all women except those clearly post-mencpausal

o Pap smear (taken during pelvic examination)

o Other tests as indicated by history and examination. especially thyroid
studies (TSH, T4) and prolactin level

Infection

Cervicitis

Pelvic Inflammatory
Discase

Traama
Laceration, abrasion
Foreign body

Malignant neoplasm
Cervical

Endometrial

Ovarian

Benign pelvic pathology
Cervical polyp
Endometrial polyp
Fibroid tumor

Abnormal Uterine Blecding

Differential diagnosis — most common possibilities

Systemic disease
Hepatic disease
Renal discase
Coagulation disorder
Leukemia

Medications/Other

Intrauterine device

Hormones {oral contraceptives. estrogen.
progesterone)

Anovulatory cycles

Hypothytroidism

Hyperprolactinemia

Cushing's disease

Polvcystic ovarian syndrome

Adrenal dysfunction/tumor

Stress (emotional. excessive exercise)

[ ]
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Management of abnormal vaginal bleeding in the pre-menopausal woman
e Identifv and treat possible anemia — usually with iron supplements
o If parient appears to be ovulating:
¢ Evaluate for possible bleeding disorder, hypothvroidism. cervical polyp or
fibroid. cervical or uterine cancer
* Remove IUD if present, and offer patient ancther method of contraception
» 1f none of the above found, treat for 3 months with combined oral
contraceptives, or with NSAID such as naproxyn 250 mg bid.
»  Refer to specialist if no response
+ If patient appears to NOT be ovulating:
» Evaluate for general disease {infection. hepatic, renal), for stress or overwork,
or recent weight loss
=  Evaluate TSH and T4 leve! for thyroid abnormality, and prolactin level
{prolactinoma)
» Inwomen > 35 vears. evaluate tor cervical disease or fibroid tumor. or cancer
of cervix or uterus
= I none of the above found, can use one of the following treatments:
o 3 - 6 months with combined oral contraceptives
o Progesterone withdrawal every month (10 mg/day of
medroxyprogesterone X 10 days every month)
* Refer 1o specialist if no response

Management of abnormal vaginal bleeding in the peri-menopausal woman

{generally between age 45 - 50):

* Most commonly due t¢ anovulatory bleeding (dysfunctianal uterine bieeding)

¢ However, risk of bleeding from malignancy (cervical or uterine or ovarian cancer)
or from structural problem (fibroid tumor of uterus, or cervical polyp) is higher
Evaluate for anemia and treat with iron supplementation if necessary
Exclude pregnancy in all women up to age 50
Refer patient for endometrial biopsy and Pap smear before beginning trial of
hormonal methods

Evaluation and management of amenorrhea
Primary Amenorrhea — no menstrual periods at all since adolescence
o Usually concerning if no menses by age 15. definitely abnormal if no menses by
age 16
e Muliple possibilities for primary amenorrhea, including:
* Imperforate hymen
*  Genetic abnormalities (Turners, Kalliman’s syndrome)
» Hypothalamic or pituitary abnormalities
= Adrenal gland abnormalities (adrenal hyperplasia)
=  Absent or malformed uterus or ovaries
e Generally should be referred to specialist for evaluation

Secondary Amenorrhea - normal or irregular menses followed by > 6 months of no
vaginal bleeding

s Common causes are often benign, such as:
=  Amenorrhea of lactation (may be prolonged even afier breastfeeding stopped)

Abnormal Uterine Bleeding 3
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Overly vigorous exercise
Significant emotional stress
Recent weight loss (dieting. eating disorders)
Hormonal conraceptives (combined or progesterone only contraceptives.
injectables. Norplant)
s Other possible causes that require investigation and referral to specialist:
= Premature menopause (prior 10 age of 43}
*  Pitwitary tumor (prolactin secreting adenoma) — often associated with
spontaneous galactorrhea — clear or milky nipple discharge

CASE STUDY:

Name of patient Muna

Sex Female

Date of Birth 19 August 1970
Date of visit 5 April 2000

Vital Signs pulse 82.min

Bp 120780
weight 80 hg
height 168

Medical History: She is complaining heavy infrequent periods. which has been
worse over the past vear. She has a period every 40 10 60 dayvs which Tasis for 10-14
days.

LUpon questioning, she has suffered from iregular periods for the past 20 vears, uses
barrier contraception.

Mother of three children. she had fertilinn treatment prior to the first pregnancy.

Physical examination:
Over weight, acne but not hirsute.
Pelvic examination revealed no abnormality

Topics of discussion regarding case study:

+« What additional eiements in the history shouid be asked?

« What additional elements in the examination should be done?
¢ What is the appropriate plan of management”

CRITICAL ELEMENTS FOR REFERRAL

¢ Presence of structural abnormality such as cervical polyp. cervical or vulvar mass.
etc.

Suspicion of bleeding abnormality

Suspicion of malignancy such as cervix or endometrium

Bleeding during pregnancy

Evidence of svstemic disease, such as thyroid, hepatic, or renal disease

Persistant irregular bleeding in a peri-menopausal woman, or in any woman who
is post-menopausal

Abnormal Utetine Bleeding 4
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Initial Approach to Abnormal Uterine Bleeding in Premenopausal Patients
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Initial Approach to Abnormal Uterine Bleeding in Postmenopausal Patients
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YA

TREATMENT OPTIONS FOR ABNORMAL UTERINE BLEEDING

Age group

Premenopausal

Perimenopausal

Postmenopausal
(receiving HRT)

Treatment*

Oral contraceptives

Medroxyprogesterone, 10 mg
per day for 10 days

Ciomiphene, 50 10 150 mg
per dayondays 5to 9

Medroxyprogesterone, 10 mg
per day for 10 days

Oral contraceptives

Cyclic HRT

Continuous combined HRT

HRT = hormone replacement therapy.
*-.All pathologic, structural and iatrogenic causes excluded.

Abnormal Uterine Bleeding

Comments

Low-dose (35 pg) monophasic or triphasic oral contraceptives can regulate
cycles while providing contraception.

If contraception is not an issue, medroxyprogesterone ¢can be used to
regulate cycles. In a woman who has amenorrhea or oligomenorrhea,
medroxyprogesterone every 3 months can protect against endometrial
hyperplasia.

Can induce ovulation in a2 worman who desires pregnancy. If no response or
no pregnancy in 3 to 6 months, referralis appropriate.

May use monthly to regulate bieeding patterns.

Usually use 20-pg pills. Can continue ora!l contraceptives until a woman has
finished menopause and then change to HRT. (May be a relative
contraindication in women >35 years of age who smoke )

May consider increasing the progesterone dose if early withdrawal bleeding
occurs. Increase the estrogen dose if intermenstrual bleeding is present.

May increase the estrogen dose for 1 to 3 months to stabilize the
endometrium. May also try increasing the progesterone dose. If bleeding
continues, consider changing regimen to cyclic HRT or using a different type
of estrogen.
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